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General Surgery 


effort have been expended in the hope 

of improving the understanding and 
therapy of various lesions of the pancreas. 
Diagnostically and therapeutically, acute 
pancreatitis remains a highly controversial 
disease. 

Acute pancreatitis is said to occur in 
two forms, which are similar in their 
clinical manifestations but have radically 
different pathologic changes and progno- 
ses. In each there are sudden, severe 
epigastric pain, prostration, shock and 
toxicity. Serum amylase elevation is al- 
most always associated with diseases of 
the pancreas. Even pancreatic involve- 


fe the past years much thought and 
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Acute Pancreatitis 


Report of a Case 


SAMUEL WALDER, M.D., F.I.C.S.* 
BROOKLYN, NEW YORK 


The author reports the results of 
successtul treatment of 1 patient 
with acute necrotizing pancreatitis. 
In the light of the recent literature re- 
porting a high mortality rate with 
similar therapeutic methods, the rec- 
ord of this case is offered in support 
of surgical approach to the compli- 
cations of acute pancreatitis. 


ment secondary to duodenal ulcer or mes- 
enteric thrombosis may produce an in- 
crease in serum amylase activity. 

The benign form, often referred to as 
acute interstitial pancreatitis, occurs most 


May 
fm 
it, : 
| 
() N] D 
: 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


frequently in young adults and may be 
responsible for abdominal signs and symp- 
toms, including severe epigastric pain, 
tenderness, vomiting and shock. More 
frequently than not, no previous gastro- 
intestinal symptoms have occurred in these 
patients. The serum amylase level may 
be elevated, and there is leukocystosis. 
Recovery is common. Patients have been 
known, however, to die forty-eight hours 
to six days after the attack, and at autopsy 
it is not uncommon to observe that they 
had chronic biliary and pancreatic disease. 
The second form, acute hemorrhagic 
pancreatitis, is associated with severe pain, 
nausea, vomiting and abdominal tender- 
ness. Seventy per cent of the patients have 
had previous abdominal complaints. Fre- 
quently there are abdominal rigidity, 
cyanosis, hemoconcentration, shock and, 
occasionally, jaundice. The serum amylase 
level is elevated for two to three days. 
Serum lipase levels rise after the second 
day and return to normal long after the 
amylase does. The diagnosis is strength- 
ened by roentgen evidence of flattening and 
elevation of the greater curvature of the 
stomach, widening of the duodenal loop 
and a so-called sentinel loop of distended 
jejunum. Diagnosis cannot, however, de- 
pend solely upon these roentgen data, be- 
cause they are not consistent. When there 
is fat necrosis, ionized calcium combines 
with fatty acids to form calcium soaps. 
The serum calcium is therefore often de- 
creased. A level of less then 7 mg. per 
hundred cubic centimeters is frequently 
followed by tetany and death. 
Investigation of the pathogenesis of this 
disease has produced several likely theo- 
ries. Opie has demonstrated that a gal]- 
stone lodged in the ampulla of Vater might 
cause reflux of bile into the pancreatic duct 
and be followed by pancreatitis. Although 
this seems quite possible, it has been shown 
to be the etiologic mechanism in very few 
cases. Molander and Bell, however, have 
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noted that cholelithiasis occurs more fre- 
quently in persons with acute pancreatitis 
than in the general population of the same 
age and sex. Obstruction may also be due 
to fibrosis or spasm of the sphincter of 
Oddi. Metaplasia of the epithelium of the 
small ducts may be responsible for obstruc- 
tion, as was suggested by Rich and Duff. 
In any event, secretion continues after 
obstruction, resulting in rupture of acini 
of the gland and smaller ducts and libera- 
tion of enzymes into the parenchyma of 
the gland. 

In some cases these etiologic concepts 
do not pertain, and other explanations of 
pathogenesis must be postulated. One such 
mechanism is reflux of bile into the pan- 
creatic ducts. Ingestion of alcohol or a 
heavy meal may stimulate secretion and 
promote rupture of the acini. Spread of 
infection from adjacent tissues and tissue 
necrosis due to vascular occlusions and 
vascular lesions are also reported, as are 
infrequent cases in which the rupture 
follows trauma, 

In summary, the pathogenesis is theo- 
retically toxic, infectious, chemical, ob- 
structive or arteriosclerotic. 

Conservative therapy is generally ac- 
cepted as the best available. Briefly this 
consists of decreasing the stimulation of 
the pancreas; emptying the stomach by 
Levine tube; relieving pain; maintenance 
of fluid and electrolyte balance, with care- 
ful attention to calcium levels, and general 
supportive treatment, including the use of 
insulin when necessary. When this plan 
of therapy is employed, the fatality rate 
of acute necrotizing pancreatitis runs to 
50 per cent. 

It is becoming more and more apparent 
that when the cause can be traced to one 
of the factors producing obstruction of the 
outflow of pancreatic secretions, particu- 
larly in the chronic, relapsing form, sur- 
gical treatment is much more effective. 
The following case illustrates this point. 
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REPORT OF A CASE 


R. F., a 33-year-old Negro, was admitted to 
the hospital on July 7, 1957. The chief com- 
plaint was of lancinating pain in the epigastric 
region, associated with vomiting of nonbloody 
gastric contents. The symptoms began approx- 
imately two hours prior to admission. Two 
months earlier the patient had been hospital- 
ized for similar complaints and discharged 
after one week, symptom free. The diagnosis 
at that time was acute interstitial pancreatitis. 

A gastrointestinal series and a gallbladder 
series on the first admission were reported as 
giving negative results. 

Physical examination on the second admis- 
sion disclosed the patient to be a rather well 
developed and well nourished man, appearing 
the stated age. He was conscious, cooperative 
and alert but in extreme pain. The pulse rate 
was 100 per minute and the beat regular. _ The 
blood pressure in millimeters of mercury was 
140 systolic and 100 diastolic. The abdomen 
was flat and rather soft. The midepigastrium 
and the right upper abdominal quadrant were 
tender on deep palpation. There was minimal 
muscle guarding in these areas. Bowel sounds 
were diminished. The liver and spleen were 
not palpable. No other masses were palpated. 
No icterus was noted. The remainder of the 
physical examination was unremarkable. 

Laboratory data at the time of admission 
and throughout the hospital stay are sum- 
marized in the accompanying table. The serum 
amylase titer of 1,485 K. A. units on admis- 
sion confirmed the clinical diagnosis of acute 
pancreatitis. 

Radiologic examination of the chest and ab- 
domen revealed no abnormality. 

With the clinical diagnosis of acute pan- 
creatitis, it was decided to treat the patient 
conservatively.. Therapy consisted of continu- 
ous intravenous feeding with careful attention 
te correction of the electrolyte balance, gastric 
suction with a Wangensteen apparatus con- 
nected to a Levine tube, administration of 
parasympatholytic agents, Methantheline bro- 
mide (Banthine), atropine and antibiotics, in- 
cluding penicillin, streptomycin and chlor- 
amphenicol. For sedation and analgesia the 
patient was given Meperidine (demerol) or 
sodium luminol. 

In spite of meticulous medical and nursing 
care the patient’s condition became worse. The 
abdomen gradually became distended and the 
epigastric tenderness more pronounced. Sev- 
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eral loose bowel movements occurred on the 
fourth and fifth days. On the sixth day the 
patient was given 100 mg. of hydrocortisone 
three times. No change was noted. 

On the eighth day after admission an ex- 
ploratory laparotomy was performed in order 
to rule out acute destructive changes in the 
biliary tree, and also to divert the biliary 
stream. 

The major observations at the time of lapa- 
rotomy were as follows: Approximately 500 cc. 
of clear straw-colored fluid was present in the 
peritoneal cavity. The pancreas was moderately 
enlarged, edematous and indurated, with white 
patches on the surface; the omentum was hard 
and studded with numerous yellow-white nec- 
rotic areas; the mesenteries were similarly 
studded with yellow-white necrotic areas; the 
gallbladder was distended, but no calculus was 
palpable. The operative procedure was chole- 
cystostomy and removal of a biopsy specimen 
of the omentum. Five penrose drains were 
placed in the abdomen. 

The microscopic pathologic diagnosis re- 
turned was acute fat necrosis. 

Postoperatively, the patient’s temperature 
was 102 F. continuously for one week. During 
this time the pulse rate was between 100 and 
110 per minute and the blood pressure was 
maintained at 130 systolic and 85 diastolic to 
185 systolic and 100 diastolic. On the first 
postoperative day, the patient showed signs of 
delirium tremens, which were controlled with 
100 mg. of Sparine four times a day. The 
patient was given blood transfusions and in- 
travenous albumen. On the eighth postopera- 
tive day the temperature came down to 99.8 F. 
for the first time. This was accompanied by 
a slower pulse. The abdomen was soft and 
less tender. Oral feedings were instituted. 
The hydrocortisone dose was gradually de- 
creased, and on the eighth postoperative day 
its administration was discontinued. 

During the following days the patient was 
ambulatory and oral intake was increased. On 
the fourteenth postoperative day retrograde 
cholecystographic examination was performed 
and revealed that the gallbladder, cystic duct 
and common ducts were of normal size, shape 
and position. The opaque material entered 
the descending arm of the duodenal loop im- 
mediately. On the fifteenth postoperative day 
a gastrointestinal series was taken. Pro- 
nounced duodenitis and suggestive evidence of 
enlargement of the head of the pancreas was 
reported. The serum amylase titer gradually 
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Laboratory Data, 1957 


Tests 


July 10 


July 13 July 17 


Hematocrit 56% 
W.B.C. 12,800 
Q| Hgb. 16 Gm 
Polys. 81% 
Lymphs. 19% 


Eosins. 


Albumin 0 
Dextrose 0 
Acetone 0 
0 
0 


W.B.C. 
R. B.C. 
Casts 
Epith. 
Crystals 
Bacteria 


Serum lipase 
Serum amylase 
BUN 


Urine 


Creatine 


Icterus index 
Bilirubin 
Ceph. floce. 
Thymol turb. 
T. protein 
Serology 


Negative 


35% 35% 
4.65 3.75 3.90 3.60. 
18,200 40,000 15,000 
14 Gm 12 Gm 11.4Gm. 11 Gm. 
79% 84% 
21% 12% 
4% 


returned to normal. 

On the twentieth postoperative day the pa- 
tient’s temperature rose to 102 F., and he 
complained of pain in the periumbilical re- 
gion and the right upper abdominal quad- 
rant. Physical examination disclosed dimin- 
ished breath sounds in the right lower lung 
field and dullness to percussion on the right 
side. The abdomen was tender and firm, and 
there was dullness to percussion in both flank 
areas. Bowel sounds were diminished. Roent- 
gen examination confirmed the impression of 
bronchopneumonia in the lower lobe of the 
right lung and free peritoneal fluid. With 
treatment the temperature returned to normal, 
and symptoms were alleviated within the fol- 
lowing few days. 

The cholecystostomy tube was removed on 
the twenty-fourth day, and all wounds closed 
spontaneously by the thirtieth day. 

The patient, however, continued to complain 


of a more or less constant, aching, and at times 
severe, abdominal pain. The abdomen re- 
mained slightly distended, and a moderately 
firm mass was palpated in the upper quadrant. 
On the thirty-sixth postoperative day the 
wound wherein the cholecystostomy tube had 
been previously maintained opened spontane- 
ously and a moderate amount of biliary drain- 
age was noted. Culture of the material re- 
vealed E. coli and B. proteus, which were 
sensitive only to a high concentration of 
chloramphenicol. On the forty-fourth day a 
spiking fever and abdominal pain devel- 
oped. There was marked tenderness in the 
epigastrium. On the forty-fifth postoperative 
day another laparotomy was performed, with 
two diagnoses in mind: (1) pseudocyst of the 
pancreas and (2) intra-abdominal abscess. 
With the region under spinal anesthesia, 
the abdomen was entered through a midline 
incision. The major observations were as fol- 


July 7 July 9 July 20 July 22 
0 0 14+ 
# 1,485 1,254 390 110 35 30 55 
CO. 23 Vol. % 39 Vol. % 48 Vol. % 50 Vol. % 42 Vol. % 45 Vol. % 34 Vol. + 
Na 127 133 131 128 
Cl 400 440 490 440 
Ca QNS 9.0 9.0 11.5 
K 4.6 4.2 3.6 48 .... 
FBS 190 120 85 108 143 
> 4 
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Laboratory Data, 1957 


Eosins. 


0 
Dextrose 0 0 
Acetone 0 0 
Oce. 0 
Gran 


Ceph. floce. 
Thymol turb. 
T. protein 
Serology 


Negative 


Tests Aug. 5 Aug. 20 Aug. 30 Aug. 31 Sept. 4 Sept. 13 Sept. 23 
R.B.C. 5.00 5.00 3.90 3.90 3.40 
W.B.C. 21,000 21,000 19,000 

©| Hgb. 14 Gm 80% 74% 


30 Vol. % 54 Vol. % 48 Vol. % 54 Vol. % 50 Vol. %_......... 


lows: There was an accumulation (300 cc.) of 
serous fluid in the peritoneum; there was 
partial obstruction of the small intestine, due 
to massive adhesions of all loops of the small 
intestine and adhesions between the small 
bowel and abdominal wall, most marked in the 
area of the previous incision; fat necrosis of 
the mesenteries and omentum was noted; the 
omentum was indurated and adherent to the 
transverse colon as a mass; the pancreas was 
edematous and nodular, but there were no 
cystic formations, and there was an abdominal 
fistula communicating with the gallbladder 
directly. There was no abscess in the ab- 
domen, nor was there any free bile. The oper- 
ative procedure consisted of lysis of adhesions, 
insertion of a mushroom catheter into the 
gallbladder and insertion of 2 Penrose drains 
into the abdomen. 

For one week after the operation, the patient 
had temperatures ranging from 100 to 102 F. 


The abdomen was slightly distended for the 
first few days, and the patient complained of 
severe abdominal pain. Flatus was first ex- 
pelled on the fourth postoperative day. Bowel 
sounds were normal at this time. Oral feed- 
ings were begun, and the patient was ordered 
out of bed. On the eighth postoperative day 
a retrograde cholangiogram was taken, and a 
normal visualization of the biliary tree, with 
instant emptying, was reported. On the tenth 
postoperative day, a foul-smelling, purulent 
discharge was seen around the cholecystostomy 
tubing. Culture of this material revealed 
growth of E. coli, Streptococcus haemolyticus 
and Staphylococcus albus, which were sensi- 
tive only to high concentrations of chloram- 
phenicol. With treatment, the purulent dis- 
charge gradually subsided, and on the 
twentieth postoperative day the tubing was 
removed completely. Biliary discharge from 
the wound ceased completely one month after 
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the second operation. At that time the patient 
no longer complained of pain and had begun 
to gain weight. 

on Oct. 23, 1957. 


The patient was discharged 


COMMENT 


The diagnosis of acute pancreatitis is 
a difficult one. The differential diagnosis 
should include acute perforation of peptic 
ulcer, acute cholecystitis and appendicitis, 
as well as such entities as high intestinal 
obstruction, coronary thrombosis and early 
pneumonia with pleurisy. The use of 
antibiotics in the conservative treatment 
of the patient with acute pancreatitis is 
prophylactic, because secondary infection 
of necrotic tissue, of partially obstructed 
biliary passages or of an atelectatic lung 
is a dangerous possibility. When surgical 
intervention is indicated, the procedure of 
choice is cholecystostomy or cholecystec- 
tomy with choledochostomy. Perforation 
of the pancreatic capsule during the pro- 
cedure is to be avoided. Careful and metic- 
ulous supportive care of the patient must 
be available. Attention to electrolyte bal- 
ance, physical signs and subjective symp- 
toms must be thorough. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet iiber die erfolg- 
reiche Behandlung eines Kranken mit 
akuter nekrotisierender Bauchspeichel- 
driisenentziindung. Angesichts der hohen 
Sterblichkeitsquote, die im neueren 
Schrifttum bei ahnlichen therapeutischen 
Verfahren berichtet wird, veréffentlicht 
der Verfasser diesen Fall zur Rechtfer- 
tigung der chirurgischen Behandlung von 
Komplikationen der akuten Pancreatitis. 


RESUMEN 


El autor da cuenta del resultado satis- 
factorio en el tratamiento de un enfermo 
afecto de pancreatitis necrosante. Ante 
el criterio tan extendido en la literatura 
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sobre la alta mortalidad de la terapéutica 
operatoria, este caso representa una de- 
fensa de la intervencién quirtrgica para 
las complicaciones de la _ pancreatitis 
aguda. 


SUMARIO 


O autor apresenta o resultado do trata- 
mento com sucesso de um paciente com 
pancreatite necrotizante aguda, 

Na literatura recente as comunicagées 
revelam uma cifra de mortalidade elevada 
com métodos terapéuticos similares e a 
apresentacao déste caso é oferecida como 
apoio ao tratamento cirtrgico das com- 
plicacdes da pancreatite aguda. 


RIASSUNTO 


L’autore riferisce un caso di pancrea- 
tite necrotica acuta operato con successo. 
Cid pud deporre a favore della cura chirur- 
gica di questa affezione, per quanto la 
Letteratura recente riporti alte quote di 
mortalita con tale metodo terapeutico. 


RESUME 


L’auteur montre les résultats d’un cas 
de pancréatite nécrosante traité avec 
succés. A la lumiére de la littérature 
récente rapportant un taux de mortalité 
élevé avec des méthodes thérapeutiques 
similaires, la description de ce cas vient 
appuyer la voie d’approche chirurgicale 
pour les complications de la pancréatite 
aigué. 
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war broke out. 


Harvey Cushing used to say that only once in his life had he been persuaded to 
take a proper vacation and go fishing in Canada, and that was the year the European 
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The four years of the first World War brought the work of modern surgeons to 
maturity. It was indeed the first real chance to try out new methods on a large 
scale. Lord Lister himself had died only in 1912, though he had lived to see his 
life’s work confirmed on the battlefield in both the Franco-Prussian and South 
African wars. But, compared with what was to come, those were rehearsals only. Be- 
tween 1914 and 1918 the field doctors developed in a crescendo of opportunities. In 
one week crushed limbs, punctured abdomens and shattered skulls brought them more 
need of antiseptic surgery than in a lifetime at home, and the surgeons learned how 
much interference the human frame could stand, and yet recover. War, which 
extends human knowledge in so many directions, looked with indulgence upon them 


only. 


As early as August 1914 a group of Americans living in Paris had organized 
an American ambulance, that is a mobile team of doctors. nurses and orderlies. 
which centred upon an existing American hospital at Neuilly and which soon had 


beds for five or six hundred patients. 


Certain American universities were asked 


to provide medical personnel to assist this enterprise; the first of these surgical 
units was led by the Cleveland doctor, George Washington Crile, and in April 1915 
Harvey Cushing reached the Western Front at the head of a corresponding group 
from Harvard, He was to be in the war practically until the end. 
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the second operation. At that time the patient 
no longer complained of pain and had begun 
to gain weight. The patient was discharged 
on Oct. 23, 1957. 


COMMENT 


The diagnosis of acute pancreatitis is 
a difficult one. The differential diagnosis 
should include acute perforation of peptic 
ulcer, acute cholecystitis and appendicitis, 
as well as such entities as high intestinal 
obstruction, coronary thrombosis and early 
pneumonia with pleurisy. The use of 
antibiotics in the conservative treatment 
of the patient with acute pancreatitis is 
prophylactic, because secondary infection 
of necrotic tissue, of partially obstructed 
biliary passages or of an atelectatic lung 
is a dangerous possibility. When surgical 
intervention is indicated, the procedure of 
choice is cholecystostomy or cholecystec- 
tomy with choledochostomy. Perforation 
of the pancreatic capsule during the pro- 
cedure is to be avoided. Careful and metic- 
ulous supportive care of the patient must 
be available. Attention to electrolyte bal- 
ance, physical signs and subjective symp- 
toms must be thorough. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet iiber die erfolg- 
reiche Behandlung eines Kranken mit 
akuter nekrotisierender Bauchspeichel- 
driisenentziindung. Angesichts der hohen 
Sterblichkeitsquote, die im neueren 
Schrifttum bei ahnlichen therapeutischen 
Verfahren berichtet wird, verdéffentlicht 
der Verfasser diesen Fall zur Rechtfer- 
tigung der chirurgischen Behandlung von 
Komplikationen der akuten Pancreatitis. 


RESUMEN 


El autor da cuenta del resultado satis- 
factorio en el tratamiento de un enfermo 
afecto de pancreatitis necrosante. Ante 
el criterio tan extendido en la literatura 
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sobre la alta mortalidad de la terapéutica 
operatoria, este caso representa una de- 
fensa de la intervencién quirtrgica para 
las complicaciones de la _ pancreatitis 
aguda. 


SUMARIO 


O autor apresenta o resultado do trata- 
mento com sucesso de um paciente com 
pancreatite necrotizante aguda, 

Na literatura recente as comunicacées 
revelam uma cifra de mortalidade elevada 
com métodos terapéuticos similares e a 
apresentacao déste caso é oferecida como 
apoio ao tratamento cirtrgico das com- 
plicacées da pancreatite aguda. 


RIASSUNTO 


L’autore riferisce un caso di pancrea- 
tite necrotica acuta operato con successo. 
Cid pud deporre a favore della cura chirur- 
gica di questa affezione, per quanto la 
Letteratura recente riporti alte quote di 
mortalita con tale metodo terapeutico. 


RESUME 


L’auteur montre les résultats d’un cas 
de pancréatite nécrosante traité avec 
succés. A la lumiére de la littérature 
récente rapportant un taux de mortalité 
élevé avec des méthodes thérapeutiques 
similaires, la description de ce cas vient 
appuyer la voie d’approche chirurgicale 
pour les complications de la pancréatite 
aigué. 
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Harvey Cushing used to say that only once in his life had he been persuaded to 
take a proper vacation and go fishing in Canada, and that was the year the European 
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The four years of the first World War brought the work of modern surgeons to 
maturity. It was indeed the first real chance to try out new methods on a large 
scale. Lord Lister himself had died only in 1912, though he had lived to see his 
life’s work confirmed on the battlefield in both the Franco-Prussian and South 
African wars. But, compared with what was to come, those were rehearsals only. Be- 
tween 1914 and 1918 the field doctors developed in a crescendo of opportunities. In 
one week crushed limbs, punctured abdomens and shattered skulls brought them more 
need of antiseptic surgery than in a lifetime at home, and the surgeons learned how 
much interference the human frame could stand, and yet recover. War, which 
extends human knowledge in so many directions, looked with indulgence upon them 


only. 


As early as August 1914 a group of Americans living in Paris had organized 
an American ambulance, that is a mobile team of doctors. nurses and orderlies. 
which centred upon an existing American hospital at Neuilly and which soon had 


beds for five or six hundred patients. 


Certain American universities were asked 


to provide medical personnel to assist this enterprise; the first of these surgical 
units was led by the Cleveland doctor, George Washington Crile, and in April 1915 
Harvey Cushing reached the Western Front at the head of a corresponding group 
from Harvard, He was to be in the war practically until the end. 


—Williams 
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Cardiovascular Surgery 


URGICAL procedures for mitral ste- 
S nosis have attained a high state of 

perfection. At present, surgical treat- 
ment for relief of mitral stenosis has 
reached a point at which, by opening and 
mobilizing the valve fully,' the surgeon 
can return the majority of his patients to 
a functional state near the normal, with 
every expectation of continuing good 
health. Unfortunately the early operative 
technic was not capable, in most instances, 
of attaining more than 25 per cent of nor- 
mal opening (Fig. 1, A and B). Conse- 
quently, many of the early patients have 
no such expectation. 

In 44 of our patients who were oper- 
ated on between 1948 and 1955, stenosis 
has recurred, as was proved either at re- 
operation or at autopsy (Table 1). Prob- 
ably many others have recurrent stenosis, 
although the diagnosis has not been made. 
The difficulties attendant upon the diag- 


*Professor and Head, Department of Thoracic Surgery 
Hahnemann Medical College and Hospital of Philadelphia, 
Director, Bailey Thoracic Clinic, Philadelphia. 

**Instructor, Department of Thoracic Surgery, Hahnemann 
Medical College and Hospital of Philadelphia; Staff Surgeon, 
Bailey Thoracic Clinic, Philadelphia. 

All physiologic data were supplied by Harry oe: 
M.D., Director, Brith Sholom Cardiopulmonary Labo: 
of the Hahnemann Medical College and Hospital of Phil. 
delphia. 

This work was supported in part by the Mary Bailey Foun- 
dation for Heart and Great Vessel Research, Philadelphia. 
Submitted for publication May 5, 1958. 


Recurrent Mitral Stenosis: An Increasingly 


Common Occurrence Due to Inadequate 
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nosis of this condition have caused us to 
include only those patients in whom direct 
digital examination of the valve has been 
carried out at both operations by the same 
surgeon (C.P.B.). The cases of the first 22 
of these have been reported and reference 


The authors, having encountered 
recurrent mitral stenosis in 44 of a 
series of 1,607 cases, announce that 
it is now possible to perform rou- 
tinely an operation that effectively 
returns the valve to a normal func- 
tional capacity. This procedure is 
described and illustrated. The term 
by which it is designated is neostro- 
phingic mobilization of the septal 
leaflet. As a rule, it can be performed 
only by the right thoracic approach. 

It is expected that this modern op- 
eration will reduce the incidence of 
recurrent mitral stenosis to a signifi- 
cant extent, although many patients 
surgically treated in the past, espe- 
cially when operated on by the left- 
sided approach, will eventually re- 
quire treatment for recurrence. 
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made to the world-wide appearance of re- 
ports of recurrent stenosis.* 

We have used the following criteria for 
“true” recurrent stenosis (after complete 
opening of at least one commissure at the 
initial operation): the reappearance of 
symptoms and signs of mitral obstruction 
after at least a year of marked improve- 
ment, the demonstration on catheteriza- 
tion of the left side of the heart, of a sig- 
nificant gradient across the valve, and the 
observation of tight stenosis (less than 
1 finger breadth) at the second operation 
(Table 1). 

Belcher*® has defined “true” recurrent 
stenosis as occurring only after one or 
both commissures have been completely 
opened; “false” recurrent stenosis, on the 
other hand, refers to a situation in which 
neither commissure has been divided be- 
yond the area of insertion of the papillary 
muscles. 


Fig. 1.—A, early concept (1948) of linear length- 
ening of the valve slit at both commissures, if 
possible. B, opening at only one commissure, 
which was the actual accomplishment in more 
than two-thirds of first 1,000 patients, producing 
an aperture only 25 per cent or less of the normal 
area. Usually the anterior commissure only was 
opened. Compare with Fig. 4B. 
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With these criteria, recurrent stenosis 
has become an increasingly common prob- 
lem in our experience (Table 2). In the 
last year alone, 21 of our own patients 
and 11 originally operated on elsewhere 
have required reoperation. We have been 
distressed by these cases. We also have 
been disappointed by the poor results of 
five-year follow-up of our first 200 survi- 
vors, among whom only two-thirds remain 
“improved.” 


The Typical Case of Recurrent Steno- 
sis.—A typical picture develops in the pa- 
tient with recurrent stenosis (5 per cent 
of patients operated on four years ago or 
earlier (Table 3). A 27-year-old woman 
(Case 16) underwent a mitral commissur- 
otomy by the old left-sided approach in 
September 1952. By digital pressure alone, 
the anterior commissure of a flexible valve 
was opened well. (In two-thirds of our 
first 1,000 cases only this one commissure 
was opened.*) The final opening was 1!, 
finger breadths, with no regurgitation. 

The patient was much better for about 
two years. The diastolic murmur, how- 
ever, persisted (as it has in 92 per cent 
of the patients operated on from the left 
side‘). After three years there was a 
gradual return of fatigue, shortness of 
breath and hemoptysis. A combined cathe- 
terization of the right and left sides of the 
heart revealed that, with a cardiac out- 
put of 3.9 liters per minute, there was a 
pressure gradient across the mitral valve 
of 20 mm. The calculated valve area® was 
1 sq. cm. 

Accordingly, in February 1956, reop- 
eration was done through a right-sided 
incision (Fig. 2, A, B, C and D). The 
valve would not permit the tip of the 
index finger. It was. leathery, but there 


was no calcification. The posterior com- 
missure was split digitally without inci- 
dent, and a dense chordopapillary fusion 
mass below the valve was split almost to 
its ventricular insertion. 


The anterior 
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commissure was cut twice with a guillo- 
tine knife and then split to its full extent. 
The septal leaflet became fully mobile. 
There was no evidence of regurgitation. 

The patient stated that the second op- 
eration was much easier and less painful 
than the first, as have our other patients 
with recurrent stenosis, The diastolic 
murmur has disappeared and the patient 
is completely asymptomatic. A postop- 
erative combined catheterization of the 
left and right sides of the heart has re- 
vealed that, with a flow of 3.8 liters per 
minute, the mitral gradient has dropped 
from 20 to 4 mm. of pressure and the cal- 
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culated valve area has increased from 1.0 
to 3.6 sq. cm. 


Present Incidence of Recurrent Stenosis 
and the Expectation for the Future. — 
By the end of 1952, 600 of our patients 
had survived operation for mitral steno- 
sis. Five years later, 1 out of 20 of these 
had proved recurrent stenosis. It may be 
presumed that, since the diagnosis is diffi- 
cult to make, the actual rate of recurrence 
is much higher. Probably 20 per cent or 
more of the patients operated from the 
left side eventually will have symptomatic 
recurrent stenosis. Wood’ has stated that 
“true” recurrence occurs in 2 per cent per 


TABLE 1A.—Historical Data, Pathologic Observations and Change in Valve Size 
In Six Cases of Recurrent Stenosis Observed at Autopsy 


Operative Data 


Interval Period 


Autopsy Data 


Case No., 
Age, Sex 
Date Op 
Valve 
Number 
Comm. 
Opened 
Rheum 
Find. App 


Period 


Find. Autop. 


Improve- 
ment 
Interval 
Op. to 
Death 
Death 
Valve Size 
Autop. 
Calc. at 
Autop. 
Rheum. 


Date 


1—S. M. 
24M 2/10/50 2F Yes Both 


2—D. R. 
33 F 5/7/52 1%F Mod. 1(ant.) Neg. 


38—D. R. 
47F 3/9/54 1%F Both Not 
Done 
4—G. W. 
28M _ 8/4/53 13, F Mild 1(ant.) Rheum. 
Endocard. 
5—G. A. 
26M 7/27/51 1%F Yes Ant.-to Not 
ring Done 
Post-slt. 
6—C. F. 
54F 11/24/52 1%F Mod. Both i> 
od. 


2yr. 3.0yr. 11/7/55 Lead 
pencil* 


3/12/54 0.75 sq. Yes None 
cm. 


lyr. 2.5 yr. 10/4/54 Finger- Marked Asch. 


tip Bodies 
Myocard. 


? 0.8 yr. 1/23/55 Finger- No None 


tip 


lyr. 2.0yr. 8/22/55 0.8cm. Marked None 


length 


3yr. 4.3 yr. 11/16/55 Finger- Yes None 


tip 


Marked None 


ey: 
— 0.5 - 1 sq. cm. 


Fingertip 

US — 1.5 sq. cm. 

14% F — 2.5 - 3.5 sq. cm. 
2F — 4-6sq.cm. 


*Lead pencil — 0.6 sq. cm. 
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year of patients subjected to valvotomy, 
and anticipated that fifteen years will be 
necessary to appreciate the full “natural” 
recurrence rate of mitral stenosis (a total 
of perhaps 30 per cent!). 

In addition to our own cases, in the 
past year alone, 11 other patients have 
been reoperated on who were originally 
operated on at other hospitals and by 
other surgeons. They are not included in 
this study, because it is difficult to evalu- 
ate the changes in valvular size as esti- 
mated and reported by other surgeons. 
Perhaps not all patients in this group had 
“true” recurrent stenosis as defined by 
Belcher.* In at least 2 of them, only 


Cc 


Fig. 2.—A, right thoracic submammary incision. B, anatomic cross section of thorax, showing ac- 


cessibility of mitral valve from right (straight arrow). 


BAILEY AND MORSE: RECURRENT MITRAL STENOSIS 


slight symptomatic relief had been noted 
after the first operation. After the second 
operation, however, performed from the 
right, both were greatly benefited. 

It should be noted that at this moment, 
across the United States in general, most 
surgeons are opening only the anterior 
commissures in the majority of patients. 
The posterior commissure may be tried, 
but if this proves difficult a limited open- 
ing is usually accepted. In our opinion, 
the recurrence rate in these patients will 
be similar to that of our own earlier left- 
sided operations. 

Reasons for the Development of Recur- 
rent Stenosis —In our experience, the 


C, diagram showing site of entrance 


(arrow) in interatrial sulcus on right side of heart. Pulmonary veins are posterior and right atrium 


and venae cavae anterior. 


D, finger entering left atrium after incision is made within confines of 


purse-string suture placed about this groove. 
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TABLE 2.—The Increasing Incidence of Recurrent Mitral Stenosis per Year: A Comparison of 
the Date of Initial Operation with That of Reoperation or Death (6 Cases) 


Year of 


Year of Original Operation 


1949 1950 1951 


1948 


Reoperation 


1952 1954 1955 


1954 1 
1955 
1956 
1957 


Total 


cause of this untoward development is in- 
adequate surgical mobilization of the 
valve.. (In none of our cases was rheu- 
matic reactivation the apparent cause of 
the recurrent stenosis). There are sev- 
eral reasons for frequent failure of car- 
diac surgeons to open both commissures. 

In the first place, it is difficult to open 
the posterior commissure accurately by 
the left-sided approach, because the site 
of entrance of the finger is to the side of 
the valve. In contrast, the right-sided 
approach brings the finger directly above 
the valve and in the long axis of the left 
ventricle (Fig. 3, A and B). Even since 


4 


we obtained bilateral experience, we have 
continued to encounter difficulty in open- 
ing the valve well from the left side when 
we are forced to use this approach because 
of concomitant disease. (In 1955, one of 
us (C.P.B.°) described trying the posterior 
commissure when standing at the opposite 
side of the table, but even this maneuver 
has ‘not been efficacious in most cases.) 
Obviously a unicommissural mobilization 
of the valve is less satisfactory than a bi- 
commissural one (Fig. 4, A, B, C and D). 

Although we have advocated the right- 
sided approach in order to render a bi- 
commissural opening routinely feasible,'° 


Fig. 3.—A, “crooked-fingered” left-sided approach brings finger into atrium above and to one side of 
the valve, so that pressure and instrumentation can be applied with accuracy to anterior commis- 


sure only. 


14 


B, right approach, by which left index finger is directed in axis of left ventricle and 
bicommissural digital pressure and instrumentation are facilitated. 
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Fig. 4.—A, usual “commissurotomy” from left side. Valve is split anteriorly “to the annulus” (but 
does not follow line of leaflet adherence to its full, curving, arcuate extent). Opening is a “finger- 
and-one-half,” which gives symptomatic relief. B, diagram of full bicommissural opening of the 
valve, possible and in fact accomplished in 80 per cent of our patients who are operated on from 
right side. C, actual photographs of a stenotic valve that has been fully opened at both extremities so 
that septal leaflet, although stiff along its edge, falls fully away in diastole. D, producing a near- 
normal opening which, because of the (neostrophingic) mobilization, will have less tendency toward 
recurrence of stenosis. 


many surgeons have hesitated to adopt it other procedures. There is no appendage 
because it requires a somewhat greater on the right side of the left atrium 
exhibition of surgical skill than do the through which a finger can be inserted. 


15 


id 
rt 
A B 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


TABLE 3.—Percentage of Patients with Recurrent 

Stenosis Among All Survivors for Each Calendar 

Year of Our Operative Intervention for Predomi- 
nant* Mitral Stenosis 


Number of Percentage 

Year of Patients of Patients 
Initial Number of with Later with 

Operation Survivors Recurrence Recurrence 


50 
8 


6 
5 
5 


Total for first 
five years 
(1948-1952) 598 


1953 323 
1954 248 
1955 220 
1956 218 plus 


Overall total 
(1948-1956) 1607 


*Pure mitral stenosis, or with other insignificant 
lesions, i.e., minor mitral insufficiency, minor tri- 
cuspid insufficiency, ete. 


We lost two of our earlier patients before 
we learned how to control hemorrhage by 
this approach (Fig. 5, A, B, C, D and EB). 
Anatomically, the valve is both rotated 
(Fig. 6, A and B) and presents at a dif- 
ferent angle when palpated from the right 
side. Probably the area must be explored 
by this approach in at least 10 cases be 
fore significant familiarity with the ana- 
tomic and the technic of relieving the ste- 
nosis will be attained. 

These technical considerations so far 
have prevented all but a few of the more 
able cardiac surgeons,'' who do a large 
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amount of work of this type, from even 
attempting the new approach. 

Another reason for a poor surgical mo- 
bilization of the valve is that until re- 
cently there has been very poor under- 
standing of the importance of a free and 
separate chordopapillary supporting sys- 
tem (Fig. 7, A, B, C and D). Since rec- 
ognition, and much less, separation of 
fused subvalvular structures is difficult 
from the left-sided approach, few have 
undertaken it.?* 

A third reason for the compromised 
technical result frequently “settled for” 
in operations from the left is low blood 
pressure. When an anesthetized patient 
with severe mitral stenosis is placed in 
the lateral position, which is favored for 
operating from the left side, the blood 
pressure falls. When the valve is manipu- 
lated, an alarming further drop may 
occur, causing the surgeon to terminate 
the procedure as soon as even a small im- 
provement in the valvular opening is ob- 
tained, hoping thus to have a live patient 
after the operation. 

With the patient flat on his back during 
operation by the right thoracic approach, 
such hypotension occurs less frequently. 
It is not uncommon at our clinic to work 
alternately digitally and instrumentally 
upon the valve for as long as one hour or 
more. Naturally, a better procedure can 
be carried out in this length of time. 

Finally, the technical difficulty encoun- 
tered in achieving even a small opening 


TABLE 4.—Comparison of Calcification in Patients with Recurrent 
Stenosis and Calcification in Patients Operated on for Mitral Stenosis Generally 


Years Type of Cases 


Number of Percentage 
Cases Calcified 


1948-1954 


Sept. 1955- 
Jan. 1957 


Left-sided commissurotomy (all cases) 811 39 
Right-sided neostrophingic mobilization (all cases) 227 33 


1948-1954 
1954-1957 


Recurrent stenosis cases: mitral operations 44 36 
Recurrent stenosis cases: secondary operations 44 64 


. 1949 12 1 
1950 78 5 
1951 208 10 
1952 298 15 
32 5 
8 2.5 
: 3 1 
1 0.5 
0 0.0 
44 3 
16 
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Fig. 5—A, diagram of superficial dissection and 

placement of purse-string suture about right 

interatrial sulcus. It is incorporated within a 

Rumel-Belmont tourniquet. B, position of hori- 

zontal mattress sutures of No. 2 nylon, which 

are also placed before entry of finger. This is © 

a most important secondary “line of defense.” — 

C, another view of this important mattress evert- | 

ing suture, which (as shown in 2) when tight- | 

ened, everts the lips of the incision so that they 

can be easily sutured (as shown in 2) with a : 

running suture. D, photograph of scissors espe- E 

cially designed by one of us (D.P.M.), with sharp ~ 

points and slightly sharpened external edges for entering heart inside purse-string suture without 

cutting it. #, maneuver for controlling hemorrhage from groove with pair of Nelson multiple- 
toothed forceps if purse-string should break or inadvertently be cut. 
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.. TABLE 5.—Stages in the Development of the Present Operation for Mitral Stenosis 
Year Technic Era 
1948 Instrumentation with a knife on a doubly gloved finger Initial 
1949 Digital separation of the commissures period 
1950 Avoidance of insufficiency at the posterior commissure 
1951 Use of tourniquets on the head vessels to prevent cerebral Unicommissural 
embolization period 
1952 Recogniticn of the importance of freeing subvalvular fusion 
1953 Initiation of the bare finger technic 
1954 Development of the right thoracic approach ‘| Bicommissural 
1955 Routine bicommissural surgery period 
1956 Change in the conception of the operation as a lengthening of the 
valve slit (“commissurotomy’’) to a rehinging of the septal leaflet 
(‘“neostrophingic mobilization”). Routine Bipolar complete sub- 
valvular mobilization. 
1954-1957 Increasing use of instrumentation from 50% of cases to 80%, to ae 
insure routine opening of both commissures completely. aaa 
1957 Extension of the arcuate line of valve opening beyond the normal 
limits at each end of the valve to gain mobility of the septal 
leaflet, without the production of insufficiency. ] 


of the valve may be great. The commis- 
sures may be fused and attached in a com- 
mon mass to the subvalvular structures 
(Fig. 7). They may be heavily calcified 
(Table 4), and the lines of normal cleav- 
age may be difficult to determine. Both 
in mobilizing such a valve and in opening 
a more flimsy one in which some regurgi- 
tation already may be present, the day-to- 
day familiarity and technical facility of 
the cardiac surgeon who does a consider- 
able number of operations may prove es- 
sential. 

Prevention of Recurrence: Improve- 
ment in the Operation.—In 1952, we first 
began to recognize the importance of split- 
ting the fused subvalvular supports to ob- 
tain better function (Table 5). In 1953, 


TABLE 6.—Changes in Heart Size in the First 200 
Patients Surviving Mitral Commissurotomy 
and Followed Five to Eight Years‘ 


Percentage 


Change in Heart Size of Patients 


Same 70 

Diminished (includes 3% 
markedly diminished) 15 
Increased 15 
Total 100 
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at the suggestion of Eric Husfeldt of Den- 
mark, we first employed a bare finger 
(this in marked contrast to our original 
use of a double-gloved finger with a knife 
worn between the layers) .'* 


A year later, in 1954, because of other 
concomitant right-sided pathologic condi- 
tions, specifically carcinoma of the lung 
and tricuspid stenosis, we began to use 
the right-sided approach to the mitral 
valve. Recognizing the greater facility 
with which bicommissural mobilization of 
the valve may be accomplished by this ap- 
proach, we began using it routinely in all 
cases of predominant mitral stenosis in 
1955. 

Later, in 1955, the senior author 
evolved the concept of deliberately extend- 
ing the normal arcuate line of valve clo- 
sure somewhat beyond the normal limits 
of the commissures into the more flexible 
portion of the valve (Fig. 8). Since most 
calcification and stiffening occurs immedi- 
ately around the orifice or within 1 cm. 
of it, such an extension allows the septal 
leaflet, although stiff at its edges, to 
bend freely upon its more basal flexible 
substance. (One of our medical colleagues 
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Fig. 6.—A, photograph of normal valve (compare with C and D, Figure 4) as it presents with pa- 

tient operated on by the older left-sided approach (lying on his side), as viewed from atria: 

aspect. B, in contrast, with patient lying on his back for right thoracic approach, the mitral valve 
anatomy is anatomically almost symmetric with respect to horizontal. 


Fig. 7.—A, photograph of normal subvalvular chordopapillary supports of mitral valve. (Papil- 
lary muscles have been split longitudinally.) Note that each leaflet has a free and separate system 
of chordae at each pole of valve. B, subvalvular stenosis with complete cross-fusion of chordopapil- 
lary system, as well as “elongation” in continuity of leaflets into papillary muscles. C, cross section 
of diagram of subvalvular fusion (1) and technic of its relief (2 and 3) by end-on digital splitting 
of chordae and papillary muscles to ventricular wall to allow complete mobilization of the septal 
leaflet. The fixed and rigid mural leaflet can not be rendered mobile. D, bicommissural mobiliza- 
tion (1) of mitral valve, with bipolar splitting (2) of subvalvular supports (neostrophingic mobiliza- 
tion). Note that septal leaflet is hung between two of aortic valve cusps, annulus being deficient 

in this area, as pointed out by Zimmerman. 


has suggested calling this the “hood op- been termed neostrophingic mobilization 
eration” because of the similarity of the (from the Greek “neo” meaning “new” 
movement to the opening of an automo- and “strophings” meaning “turning”’). 
bile hood.) When to this mobilization of the leaf- 
This rehinging of the septal leaflet has let is added complete separation of the 
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Fig. 8.—Diagram to show extension of commis- 

sural opening slightly beyond normal end of 

commissures (indicated by arrows), in order to 

obtain mobility in calcified septal leaflet. It is 

expected that this extension into nearly normal 

tissue at base of septal leaflet will also serve to 
retard recurrence of stenosis. 


fused subvalvular structures, the septal 
leaflet, although securely tethered against 
regurgitation, becomes capable of falling 
away completely from the mural shelf 
during the opening of the valve. (See Fig. 
4, B and D). 

Recently, because of concomitant aortic 
stenosis (which we prefer to treat by an 
open technic), we have had the opportu- 
nity to relieve recurrent mitral stenosis 
under direct vision. Lillehei'! also has 
mentioned this condition as an indication 
for ‘open heart” surgical procedures. At 
present, however, it is our opinion that the 
risk of a closed operation is less and that, 
in our hands, a superior mobilization of 
the valve as illustrated can be carried out 
by the closed method, 

Much of the early criticism of the op- 
eration by Soloff' and others now is un- 
derstandable in view of the fact that our 
early operation was capable of enlarging 
the valvular aperture enough to relieve 
symptoms but not enough to remove the 
obstruction or the signs of it, such as the 
murmur, and enlargement of the heart 
(Table 6). We now know that even a 
small amount of opening of the valvular 
orifice will relieve severe symptoms, but 
also that an equally small amount of refu- 
sion will result in their reappearance. 
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The usual size of the valve observed at 
operation is 1 sq. cm. or less.* The aver- 
age orificial size provided by the old left- 
sided approach, as determined by cathe- 
terization, was less than 2.5 sq. cm. By 
our new operation (neostrophingic mobili- 
zation) we can obtain a valve area of the 
order of 4 to 6 sq. cm. in 80 per cent of 
the cases, which produces objective as well 
as subjective evidence of relief of the ob- 
struction. In 50 per cent of the cases the 
diastolic murmur has been abolished. 


SUMMARY 


Mitral stenosis has recurred in 44 of 
our original 1,607 patients undergoing mi- 
tral commissurotomy by the older left- 
sided approach. It is apparent that our 
early operations enlarged the mitral orifice 
enough to give relief of symptoms, but not 
usually enough for objective evidence of 
relief of the obstruction as evidenced by 
a change in the size of the heart or disap- 
pearance of the diastolic murmur. Grad- 
ual reclosure of these scarred valves may 
take place over a period of years (averag- 
ing over four years in this series) with- 
out a recurrent episode of rheumatic 
fever. 


It is now possible routinely to perform 
an operation for mitral stenosis that effec- 
tively returns the valve to a normal func- 
tional capacity. This new procedure is as 
little like the old commissurotomy technics 
(see Fig. 4, A and B) as a contemporary 
automobile is like a Model T Ford. The 
new operation (neostrophingic mobiliza- 
tion of the septal leaflet), which usually 
can be performed only by the right tho- 
racic approach, entails opening of both 
commisures to their full curving extent 
and well into normal flexible valve tissue, 
so that the new septal leaflet is freely 
hinged at its base. In addition, it is es- 
sential to establish complete bipolar sepa- 
ration of the cross fused subvalvular chor- 
dopapillary structures. 
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It is expected that this more modern 
technic will reduce the incidence of re- 
current mitral stenosis to a very low level 
in the future, although it is probable that 
more than 20 per cent of the patients who 
have been surgically treated in the past, or 
who now are being operated upon from 
the left side by the less experienced sur- 
geon, will return at some time in the fu- 
ture with recurrent mitral stenosis. 


RESUME 


Une sténose mitrale récidivante s’est 
produite dans 44 cas ou Jes auteurs avaient 
pratiqué une commissurotomie mitrale par 
la voie d’approche gauche classique. II 
s’est révélé que les opérations antérienres 
n’avaient agrandi l’orifice mitral que juste 
assez pour soulager les symptémes, et en 
général pas assez pour apporter une preuve 
objective de soulagement de |’obstruction, 
comme |’ont montré la medification de la 
dimension du coeur ou la disparition du 
murmure diastolique. La fermeture gra- 
duelle de ces valvules cicatricielles peut 
s’opérer en plusieurs années (en moyenne 
plus de 4 ans dans la série de cas ici pré- 
sentée), sans récidive de fiévre rhumatis- 
male. 

Il est maintenant possible d’opérer une 
sténose mitrale avec retour 4 la normale 
de la fonction valvulaire. Cette nouvelle 
technique est trés différente des anciennes 
(fig. 4A et B). Elle ne peut en général 
étre pratiquée que par la voie d’approche 
thoracique droite, et comporte la réouver- 
ture compléte des deux commissures 
(méme un peu au-dela des valvules calci- 
fiées), et la séparation bipolaire compléte 
des structures chordopapillaires sous-val- 
vulaires. 

Il est vraisemblable que cette technique 
moderne réduira a un taux trés bas le 
pourcentage de sténoses récidivantes, mais 
il est probable que plus de 20% des pa- 
tients ayant été opérés selon les anciennes 
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méthodes, ou qui sont opérés actuellement 
par la voie d’approche gauche par des 
chirurgiens n’ayant pas une expérience 
suffisante, présenteront 4 nouveau des réci- 
dives. 


RESUMEN 


Dice el autor que entre los enfermos 
a los que hace tiempo practicé una comi- 
surotomia por el antiguo método de acceso 
por via izquierda, 44 han recaido y pade- 
cen de nuevo estenosis mitral. 


Esta ahora claro que en las primeras 
operaciones se ensanchaba la valvula lo 
suficiente para que cediesen todos los sin- 
tomas, pero no en cambio para que remi- 
tiesen los datos objeticos, entre llos el 
soplo diastélico y la dilataci6n cardiaca. 


Las valvulas vuelven a estenosarse, poco 
a poco, en periodos que duran anos (mas 
de 4 anos como media en los casos presen- 
tados) y sin que aparezcan nuevos episo- 
dios de fiebre reumatica. 

En la actualidad puede operarse la este- 
nosis mitral por métodos que aseguran 
que la valvula recobre su capacidad fun- 
cional normal. FE] procedimiento nuevo se 
paraece a las técnicas antiguas menos que 
un automovil moderno al Ford modelo T. 
La nueva operacién (movilizacién neostro- 
fingica de la valva septal) se hace general- 
mente por la via de acceso derecha del 
torax, y consiste en cortar las comisuras 
en toda su extensién (e incluso mas alla 
si las valvulas estan rigidas y calcificadas) 
y en separar totalemente las estructuras 
cordopapilares entrecruzadas bajo las val- 
vulas en ambos lados. Se espera que este 
nuevo procedimiento haga que en el futuro 
se reduzcan el minimo las recidivas, mien- 
tras que quizis mds de un 20% de los 
operados antiguamente o en la actualidad 
por cirujanos poco informados que con- 
tindan con la via de acceso izquierda, re- 


caeran tarde o temprano en una nueva 
estenosis valvular. 
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RIASSUNTO 


In 44 casi operati di commissurotomia 
per stenosi mitralica si é avuta una reci- 
diva della stenosi. FE’ probabile che gli 
interventi eseguiti con la tecnica tradizio- 
nale determinino un allargamento dell’ori- 
ficio mitralico sufficiente a migliorare i 
disturbi ma non tale da far cessare com- 
pletamente l’ostacolo e far scomparire 
lipertrofia cardiaca e il soffio. Pud, quindi, 
prodursi un graduale riavvicinamento delle 
valvole cicatriziali, in uno spazio di tempo 
che pud durare qualche anno (4 anni in 
media nella serie dell’autore) anche senza 
ripresa della malattia reumatica. 

Oggi é possibile operare la stenosi mitra- 
lica in maniera da restituire la valvola alle 
sue condizioni anatomiche e funzionali 
normali. Questo nuovo metodo, che sta a 


quello tradizionale come una_ vettura 
moderna a un modello di anteguerra, si 
pud eseguire solo per via transtoracica 


destra e comprende la riapertura di en- 
trambe le commessure per tutta la loro 
estensione e anche oltre, quando si tratta 
di valvole calcificate e rigide, e la com- 
pleta separazione delle strutture cordopa- 
pillari sottovalvolari. 

Si ritiene che questa nuova tecnica potra 
ridurre la frequenza delle recidive a una 
quota minima, mentre é probabile che oltre 
il 20% dei malati trattati chirurgicamente 
in passato o anche ora con le vecchie tec- 
niche vadano incontro, prima o dopo, ad 
una ricomparsa della stenosi mitralica, 


ZUSAM MENFASSUNG 


Das Wiederauftreten einer Mitralste- 
nose wurde bei 44 Prozent der von den 
Verfassern mit mitraler Kommissurotomie 
(unter Beniitzung des alten Zugangsweges 
von links) behandelten Patienten beobach- 
tet. Es hat sich herausgestellt, dass die 
friiher angewandten Operationsverfahren 
zu einer Erweiterung der Mitraloffnung 
fiihrten, die gerade zur Behebung der 
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Symptome ausreichte, ohne jedoch zu 
einer etwa durch Veradnderung der Herz- 
grosse oder durch das Verschwinden des 
diastolischen Geriéusches objektiv nach- 
weisbaren Beseitigung der Obstruktion zu 
fiihren. Die narbigen Klappen kénnen 
sich im Laufe einer Reihe von Jahren (in 
der vorliegenden Serie durchschnittlich 
vier Jahre) ohne das Auftreten eines 
neuen rheumatischen Schubes wieder 
schliessen. 

Es ist jetzt méglich, zur Behandlung der 
Mitralstenose eine Operation auszufiihren, 
die eine normale Funktionstiichtigkeit der 
Klappe wiederherstellt. Dieses neue Ver- 
fahren ahnelt der alten Kommissurotomie- 
technik so wenig wie ein modernes Auto- 
mobil einem Modell von vor 50 Jahren. Die 
neue Operation (Mobilisierung des Sep- 
tumblattchens), die sich gewéhnlich nur 
durch den Zugang von der rechten Brust- 
seite ausfiihren lasst, besteht in einer 
Wiedereréffnung beider Kommissuren 
iiber die gesamte Lange ihrer Kurvaturen 
(bei Verkalkung oder Versteifung der 
Klappen sogar etwas dariiber hinaus) und 
in einer voélligen bipolaren Trennung der 
gekreuzten papillaren Gebilde unterhalb 
der Klappe. 

Es ist zu erwarten, dass diese moderne 
Technik die Haufigkeit riickfalliger Steno- 
sen erheblich herabsetzen wird. Wahr- 
scheinlich werden aber mehr als 20 Pro- 
zent der in der Vergangenheit chirurgisch 
behandelten Kranken oder derjenigen, die 
jetzt von weniger erfahrenen Chirurgen 
mit linksseitigem Zugang operiert wer- 
den, friiher oder spaiter mit einer neuen 
Mitralstenose zuriickkehren. 
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Now, while certain physicians were performing blood transfusions, and a large 
number were practising blood-letting, a small—shall we say, select—group were 
carrying out an entirely different kind of work. They were investigating the blood 
itself. A Dutch physician, Jan Swammerdam, better known as a naturatist, since 
he seemed more interested in snails and clams than in patients, one day in 1658 
examined some blood under a microscope and found to his surprise that it was 
not a homogenous fluid, but a clear fluid in which floated innumerable small red 
globules—the red blood-corpuscles. A few years later Marcello Malpighi, a phy- 
sician in Italy, saw the red corpuscles in the minute vessels of the lungs and dis- 
covered the capillaries. Malpighi, whose name has been mentioned in the previous 
chapter, is often regarded as the greatest microscopist of all times. Yet he could 
see with his eyes as well as with the microscope, and it is a matter of some historical 
interest that he founded, in 1686, the science of taking finger-prints—a_ science 


whose later development has meant so much in the detection of crime. 
—Major 
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Ovarium Disyunctum 


Report of a Case 


HENRY B. SACHS, M.D., F.I.C.S.* 
NEW YORK CITY, NEW YORK 


HILE mesenteric cysts are rather 
W rare, Ovarian cysts in the mesocolon 
are even more uncommon. Ovarian 

tumors seldom occur outside the area of 


the normal location of, and completely 
separated from, the ovaries. The further 


*Assistant visiting gynecologist, Sydenham Hospital. 
Submitted for publication May 5, 1958. 


The author reports an unusual 
case, in which an ovarian cyst, exist- 
ing beside two normal ovaries at the 
usual anatomic site, was removed 
from the mesocolon. The patient was 
a woman aged 46, whose only preg- 
nancy had terminated in spontane- 
ous delivery at full term seventeen 
years earlier and who had previ- 
ously undergone operation for re- 
moval of a submucous pedunculated 
fibroid. The ovarian cyst present on 
admission to the author's service 
was the size of a human head and 
at operation burst spontaneously, 
spilling turbid, milky fluid. It was 
removed, and the patient made a 
good recovery. In the author's opin- 
ion, this cyst was an ovarium dis- 
junctum, or “third ovary,” and the 
case merits reporting not only be- 
cause of its rarity but because of 
the many difficulties encountered 
both in diagnosis and in treatment. 


away from the ovaries, the rarer they are. 
These cysts, called ovarium disjunctum 
(Schottlaender) or “third ovary,” have 
been described by Schmid! and Bondy? in 
the German literature. Dowd,’ in a sur- 
vey of the American literature up to 1900, 
noted that of all the mesenteric cysts re- 
ported only 1 proved to be of ovarian 
origin. Cantor and Kleinert,* in 1952, 
reviewed the cases in Grace Hospital, 
Detroit, and found only 1 proved ovarian 
cyst in the mesentery of the transverse 
colon; the patient in this instance had 
undergone a left ovarian cystectomy four 
years earlier. Jirka and Samuels,’ in 1955, 
reported a large ovarian papillary cyst- 
adenoma removed from the mesentery of 
the sigmoid in a patient who had under- 
gone a left salpingo-oophorectomy twenty- 
four years earlier. They assumed that the 
mass originated from some rest of the 
previously removed left ovary. In my 
opinion it was an ovarium disjunctum. The 
case to be here reported is the third, de- 
scribed in the literature, of an ovarium 
disjunctum located in the transverse colon. 
It merits reporting because of its rarity 
and the intricacy of diagnosis and surgi- 
cal management. 

Consistent with the development of the 
ovaries from the wolffian body, a large 
and embryologically important structure 
occupying the posterior and dorsal portion 
of the primitive peritoneal cavity, these 
tumors occur in the retroperitoneal region 
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on both sides of the abdomen within the 
mesentery of the colon. They follow the 
pathway, called “Keimbahn,” of the ger- 
minal epithelium down to the site of final 
arrest of the ovaries in the pelvis. It is 
possible that the germinal epithelium of 
the ovary leaves small pieces of developing 
tissue at any site along this route. 


REPORT OF CASE 


E. K., a 46-year-old white woman, was ad- 
mitted to Sydenham Hospital, New York City, 
on March 21, 1957, with the complaint of pro- 
gressive abdominal enlargement for the past 
two months. No associated menstrual abnor- 
malities and no abdominal pain were present. 
The patient’s only pregnancy had ended with 
a spontaneous delivery at term seventeen years 
earlier. The menarche had occurred at the age 
of 11. The interval between menstruations was 
twenty-four days and their duration five days. 
The menstrual discharge was rather profuse, 
with clots. The most recent period had occurred 
on March 10, and had been as usual. 

The patient’s mother had died of an abdom- 
inal malignant neoplasm; the familial history 
was otherwise noncontributory. In February 
1953 the patient had been hospitalized for re- 
moval of a pedunculated submucous fibroid. At 
that time she had occasional backache and a 
watery, mucous, bloody vaginal discharge of 
two months’ duration. Pelvic examination re- 
vealed a parous introitus; a relaxed perineum; 
a submucous fibroid 5 by 2 em., with a thin 
pedicle leading into the uterine cavity; an 
open cervix; no enlargement of the uterus, 
and no adnexal masses palpable. At operation 
the cervix was observed to be completely open; 
the mass was pedunculated and its pedicle ac- 


cessible. A few small fibroid nodules were 
present, not indicating extensive surgical 
maneuvers. The submucous fibroid was re- 


moved vaginally and a curettage done. Post- 
operative recovery was smooth. The pathologic 
diagnosis was “fibroleiomyomatous nodule and 
endometrial hyperplasia.” In December 1953, 
on routine check-up, a pea-sized mucous polyp 
was removed from the cervix. The uterus was 
anteflexed and of normal size. A cystic left 
ovary was palpable. The patient was seen at 
six-month intervals until April 1955. During 
this time she was asymptomatic and the pelvic 
picture remained unchanged. She was seen 
again two days before the present admission 
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to the hospital. Examination revealed an ova- 
rian cyst extending almost to the costal arch. 
The uterus was not well defined as to contour 
and size. Immediate hospitalization was ad- 
vised. 

On admission the heart, lungs, pulse, res- 
piration and temperature were normal. The 
blood pressure in millimeters of mercury was 
130 systolic and 80 diastolic. The abdomen was 
ovoid, enlarged by a smooth, globular, cystic, 
slightly compressible, nontender movable mass 
probably arising from the pelvis and extend- 
ing to the xyphoid. Pelvic examination re- 
vealed a parous introitus and a relaxed peri- 
neum; the cervix was firm, enlarged and clean, 
with an old laceration on the right; the uterus 
was anteflexed and enlarged by several fi- 
broids; a large, cystic, smooth, movable tumor 
was palpable, reaching to the costal arch and 
apparently not connected with the uterus. It 
could not be determined whether this mass 
originated from the left or from the right 
adnexa. 

Urinalysis, blood count, sedimentation rate, 
blood chemical tests and a roentgenogram of 
the chest revealed no abnormality. A flat plate 
of the abdomen showed conspicuous absence of 
intestinal gas shadows in the midabdomen. 
This area was filled by a large, somewhat 
rounded density which extended out of the 
pelvis up to the level of the first lumbar ver- 
tebra. The gas-filled intestines were displaced 
to the left. No calcifications or opaque fetal 
parts were demonstrable. Reexamination sev- 
eral days later also showed the gas-filled 
transverse colon displaced downward and the 
left kidney upward. An intravenous pyelogram 
showed prompt excretion of the dye, with 
good concentration and a normal outline of 
the collecting systems. The left kidney shadow 
was displaced upward. The ureters were nor- 
mal. The bladder showed evidence of extrinsic 
pressure. A barium enema revealed that the 
transverse colon was displaced downward, 
with evidence of extrinsic pressure on its lu- 
men. There was no _ intrinsic pathologic 
change. 

The preoperative diagnosis was ovarian 
cyst. On the sixth day after admission to the 
hospital, with the patient under cyclopropane- 
oxygen-sodium pentothal anesthesia, a left 
paramedian incision was made, which had to 
be extended to about 8 cm. above the umbilicus. 
There was no free fluid in the abdominal cav- 
ity. A large, cystic mass the size of a human 
head was seen. Its surface was smooth, and 
it was filled tightly with fluid. At the lower 
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pole and anteriorly it was adherent to the 
transverse colon. The mass was covered by 
the mesocolon, which was greatly distended, 
simulating cobweb-like adhesions. The cyst 
wall contained many blood vessels of varying 
caliber. No metastatic lesions were detected. 
The tumor could be brought up into the in- 
cision despite the adhesions. There was no 
connection between the mass and either 
ovary. The uterus was moderately enlarged, 
containing several intramural fibroids. The 
left ovary was cystic; the right appeared 
normal. Because of the extreme vascularity 
of the adhesions, they were dissected most 
carefully in order to avoid injury to the colon 
and its arterial blood supply. A firm, fascia- 
like vascular adhesion on the left upper pole 
of the mass could not be identified anatomi- 
cally and was cut between clamps and suture- 
ligated. Shortly before all the adhesions were 
freed the cyst burst spontaneously, spilling 
a turbid, milky fluid over the field. The hole 
was quickly clamped off and the cyst re- 
moved. Exploration of the gallbladder and 
the right lobe of the liver revealed no metas- 
tatic lesions. Gelfoam was used for control 
of oozing from the mesocolic vessels and be- 
low the right margin of the liver. The free 
edge of the transverse colon was sutured to 


the upper margin and posterior aspect of the 
greater omentum at its duplication near the 


greater gastric curvature. Peritonealization 
was done and the abdominal wall closed in 
layers. A transfusion of 500 ce. of whole 
blood was given. The patient left the oper- 
ating room in satisfactory condition. 
Pathologic Report.—This report described 
a “voluminous cyst, pink in color, fluctuant 
in consistency, still measuring 13 cm. in di- 
ameter. On section, a greyish and mucinous 
fluid exudes. The inner wall shows several 
smaller cystic dilatations measuring 3 to 1.2 
cm. in diameter. On section, these cysts con- 
tain the same material previously described. 
The inner wall also shows some yellowish 
areas.” Microscopically, there was a “col- 
lagenous connective tissue capsule made up 
of several layers. The bundles are thick and 
show hyaline degeneration. The lymphatic 
spaces are distended. At one side this capsule 
shows a lining of a large cystic cavity. The 
lining is composed of tall columnar epithe- 
lial cells which disclose increased secretory 
activity. At many areas the lining discloses 
hyperplasia of its epithelial cells. Deep in 
the fibrotic layers are a few glandular acini 
composed of the same kind of epithelial cells. 
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Another section shows, in addition, heavy in- 
filtration of chronic inflammatory cells, but 
mostly of lymphocytes. The blood vessels in 
this area are also dilated, and some of them 
contain red blood cells.” The diagnosis was 
“pseudomucinous ovarian cyst with marked 
inflammatory changes in the capsule.” A con- 
sultation was held with Dr. Motuloff of 
Woman’s Hospital. It was his impression that 
this was a benign, well differentiated, nonin- 
filtrating pseudomucinous cystadenofibroma 
of the ovary with marked inflammation of 
the capsule. 

Recovery was uneventful except for some 
anorexia, nausea and slight fever. Wangen- 
steen suction was maintained for twenty- 
four hours. There was no abdominal disten- 
tion. The patient was up and about after the 
fourth postoperative day. Primary wound 
healing took place, and the patient was dis- 
charged in good condition on the tenth day. 
Total hysterectomy with bilateral salpingo- 
oophorectomy in six months was advised. 

One week after discharge the patient was 
readmitted, complaining of vomiting after 
meals, loss of appetite, a mass in the epigas- 
tric region, a sensation of pressure in the up- 
per part of the abdomen and irregular mild 
pain in the upper quadrants. A surgical con- 
sultant observed moderate abdominal disten- 
tion, especially in the supraumbilical region. 
A fluctuating, somewhat tender mass was pal- 
pable in the epigastrium and both upper 
quadrants. Other regions were soft. The liver 
and spleen were not palpable. The bowel 
sounds were aud’ble. The left paramedian 
incision was healed. 

Intravenous fluids were administered, with 
Amigen and Berroca C. Urinalysis revealed 
no abnormality. The value for hemoglobin 
was 10.3 Gm.; there were 20,600 white blood 
cells per cubic millimeter, with 90 per cent 
polymorphnuclears. The sedimentation rate 
was 40 mm. in one hour. A roentgenogram of 
the abdomen revealed a huge mass in the epi- 
gastrium, extending somewhat more to the 
left than to the right and displacing the 
transverse colon and small bowel downward 
and laterally. A gastrointestinal series 
showed marked delay of barium passage in 
the midportion of the stomach, most of the 
barium collecting in the fundus and cardiac 
region. When the barium was coaxed below 
this area one noted a marked compression 
of the stomach by an extrinsic process situ- 
ated posteriorly between the stomach and 
the gas-outlined transverse colon. There was 
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no evidence of intrinsic disease of the stom- 
ach or colon. The impression, therefore, was 
that of a large mass situated posteriorly be- 
tween the stomach and the colon, projecting 
considerably into the peritoneal cavity. Its 
edges, seen in the left side of the abdomen, 
appeared relatively smooth, as do those of a 
cystic tumor. 

Three days after admission a transverse 
epigastric inc'sion was made with the patient 
under general anesthesia. When the abdom- 
inal cavity was opened a large amount of clear 
fluid was observed. When the lesser sac was 
entered from below an enormous amount of 
hemorrhagic-purulent fluid was obtained. It 
was evacuated and drains inserted. The nor- 
mal pancreas was covered by fibrinous inflam- 
matory exudate. The foramen of Winslow was 
obstructed by fibrinous masses. The abdom- 
inal wall was closed in layers. Micrococci 
were cultured from the lesser sac fluid. Post- 
operatively there was prolonged, profuse 
drainage which gradually diminished. On 
discharge from the hospital twenty-five days 
after the operation, the wound was almost 
healed. 

The patient made a good recovery and re- 
mained asymptomatic. Several small fistulas 
with intermittent discharge, however, devel- 
oped in the right pole of the transverse ab- 
dominal wound. On Jan. 13, 1958, with the 
patient under general anesthesia, total hys- 
terectomy and bilateral salpingo-oophorec- 
tomy were done because of a fibroid uterus 
and to prevent malignant degeneration of the 
ovaries. The uterus, of a size corresponding 
to that of a six to eight weeks’ gestation, con- 
tained three myomas in the fundus. A cystic 
mass, 2 to 3 cm. in diameter, was in the meso- 
salpinx of the left tube at the ostium. The 
abdomen was closed in layers. The right side 
of the transverse abdominal scar was then 
excised, with all the sinuses. Four wire knots 
were removed. The fascia was intact. The 
wound was closed in layers. The pathologic 
diagnosis was: “chronic cervicitis with Nabo- 
thian follicle; intramural fibromyomata 
uteri; polycystic ovary (follicle).” 

The postoperative course was normal. The 
patient was discharged nine days after the 
operation and was last seen on February 5, 
symptom-free. The abdominal incisions were 
firmly healed. There was no recurrence of 
the abdominal mass. Pelvic examination re- 
vealed the vaginal vault healed and well sup- 
ported. There were no pelvic masses, no ten- 
derness and no induration. 


SACHS: OVARIUM DISJUNCTUM 
COMMENT 


This case, besides being rare, is instruc- 
tive. I assume that similar masses have 
been observed but have remained unpub- 
lished, mainly because they were smaller 
than the one here described, This report 
is to point out errors of diagnosis and sur- 
gical management which may be avoided 
by others facing similar problems. 


Although the genesis of these cysts is 
known, the factors responsible for their 
sudden and rapid growth to remarkable 
size remain unexplained. The patients of 
both Cantor and Kleinert and Jirka and 
Samuels had a history of previous pelvic 
operations, mainly for adnexal pathologic 
conditions. In the latter case there was 
also a fibromyomatous uterus, as in my 
own case, in which the initial operation 
consisted in vaginal removal of a sub- 
mucous fibroid prolapsed through the cer- 
vix; the ovaries were intact. The growth 
of the cyst, therefore, cannot be explained 
by previous ovarian surgical treatment. 


While these authors obtained satisfac- 
tory results by removing the cysts with- 
out drainage, this should not have been 
done in our case because of the inflam- 
matory nature of the capsule, a fact which 
was unknown at the time of operation. It 
prolonged postoperative morbidity and 
necessitated a second surgical intervention 
for drainage. During the primary excision 
drainage was not considered, because the 
cyst had been completely removed—just 
as cysts are extirpated from the broad 
ligament — although the dissection was 
difficult. Only the pathologist’s report re- 
vealed the inflammatory character of the 
capsule. The fluid contents, spilled when 
the tumor ruptured, resembled pseudo- 
mucinous material, and similar occur- 
rences within the lower part of the ab- 
domen are not an indication for drainage. 


The 


immediate postoperative course 
seemed to justify my decision for primary 
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closure, but two weeks later the mass re- 
curred and at once caused symptoms of 
severe gastric irritation. The surgeon, 
called in for incision and drainage, thought 
of a pancreatic cyst and at first did not 
concur in the diagnosis of an ovarian cyst 
at this site. Autoptic control, however, 
ascertained the intactness of the pancreas, 
covered only on its surface by fibrinous 
inflammatory lesions. 

The preoperative diagnosis was also in- 
correct. The mass that filled the abdomen 
could not be separated from the uterus and 
ovaries. A fibromyomatous uterus was 
palpated, but the ovaries could not be dif- 
ferentiated from the cyst. Roentgeno- 
graphic examination indicated that the 
mass was located above the transverse 
colon. Its capsule appeared “festoony,” 
which is unusual for ovarian cysts but 
was explained after one had seen the 
widely separated and stretched fibers of 
the mesocolon covering the cyst. Neither 
I nor my colleagues had ever encountered 
a similar mass, and no one anticipated 
such a pathologic rarity. The correct 
diagnosis was missed by not paying suf- 
ficient attention to the roentgen signs. 

Seven months after recovery from oper- 
ation for the mesocolonic cyst, hysterec- 
tomy and bilateral salpingo-oophorectomy 
were performed. A fibroid uterus suggest- 
ing a 6 to 8 weeks’ gestation was not 
considered a vital indication for hysterec- 
tomy; nevertheless, in view of (1) the 
history of removal of such a large dis- 
jointed ovarian tumor, (2) a cystic ovary 
in the presence of myomas, (3) the pa- 
tient’s age (46 years), and (4) the fact 
that she had one child, it was decided that 
the pelvis should be emptied to prevent 
possible future malignant degeneration. 
This conclusion appeared well founded. 


SUMMARY 


1. An ovarian cyst, existing beside two 
normal ovaries at the usual anatomic site, 
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was removed from the mesocolon. 

2. As is consistent with the develop- 
ment of the ovaries from the wolffian 
body, such tumors occur in the retroperi- 
toneal region within the mesentery of the 
colon. 

3. As the capsules of these ovarian tu- 
mors may be infected, no primary closure 
of the mesocolon should be attempted. 

4. The indication for removal of the 
ovaries at the normal site depends on the 
character of the mass removed, on the 
patient’s age and on the presence of ad- 
ditional pathologic conditions of the uterus 
and ovaries. 


ZUSAM MENFASSUNG 


Eine Ejierstockszyste, die neben zwei 
normalen in regulairer anatomischer Lage 
befindlichen Eierstécken bestand, wurde 
aus dem Mesokolon entfernt. 


Auf Grund der Entwickelung der Eier- 


stécke aus dem Wolffschen K6rper ergibt 
sich die Méglichkeit, dass solche Ge- 
schwiilste im retroperitonealen Raum in- 
nerhalb des Mesokolons auftreten. 


Da die Kapseln dieser Eierstocksge- 
schwiilste infiziert sein kénnen, sollte eine 
primare Schliessung des Mesokolons nicht 
versucht werden. 

Die Indikation zur Resektion der in nor- 
maler Lage befindlichen Eierstécke hangt 
von der Art der entfernten Geschwulst, 
vom Alter der Patientin und vom Beste- 
hen weiterer krankhafter Veranderungen 
der Gebarmutter und der Eierstécke ab. 


RIASSUNTO 


Venne asportata dal mesocolon una cisti 
ovarica che esisteva in presenza di due 
ovaie perfettamente normali e normal- 
mente localizzate. Poiché lo sviluppo dell’- — 
ovaio avviene dal corpo di Wolff, questi 
tumori crescono nello spessore del meso- 
colon. 
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Una volta asportati, non si deve risutu- 
rare il mesocolon, poiché la capsula della 
cisti pud essere infetta. 


Quanto all’asportazione contemporanea 
delle ovaie, essa deve esre giudicata in 
base ai caratteri della cisti asportata, all’- 
eta della paziente e alla presenza di even- 
tuali altre lesioni a carico dell’utero e delle 
ovaie. 


RESUME 


Rapport sur l’ablation d’un kyste ova- 
rien du mésocolon chez une femme présen- 
tant deux ovaires normaux. Conformé- 
ment au développement des ovaires a 
partir du corps de Wolff, ces tumeurs se 
rencontrent dans la région postérieure de 
abdomen a l’intérieur du mésentére du 
colon. 


Les enveloppes de ces tumeurs ovarlen- 
nes pouvant étre infectées, il faut éviter 
toute tentative de fermeture primaire du 
mésocolon. 


L’indication de l’ablation des ovaires 
normalement situés dépend du type de la 
tumeur, de l’Aage de la malade et de la 
présence d’autres symptomes pathologi- 
ques du niveau de Il’utérus et des ovaires. 


SACHS: OVARIUM DISJUNCTUM 


RESUMEN 


Se presenta el caso de un quiste de 
ovario (que se extirpa) encontrado en el 
mesocolon, teniendo la paciente ademas 
dos ovarios normales. 

Puesto que los ovarios se forman a 
partir del conducto de Wolf, los tumores 
de esta naturaleza tienen que ser retro- 
peritoneales, incluidos en el meso del 
colorn. En estos casos no debe hacerse 
sutura primitiva del meso tras la extirpa- 
cidn, ya que la capsula del tumor puede 
estar infectada. 

En cuanto a la indicacioén de exéresis de 
los ovarios de localizacién normal, depende 
de la naturaleza de la tumoracién extir- 
pada, de la exad del paciente y de la pre- 
sencia de otras anormalidades en el utero 
o en los ovarios. 
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Johann Rudolph Glauber (1604-1688) discovered the salts which bear his name, 


later identified as sodium sulphate, in the waters of a Hungarian spring. He was 


the greatest analytical chemist of his time. 
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ing relief from symptoms. His effort 

constitutes a vital portion of the 
practice of medicine. The fascination of 
medicine lies in the search for the causes 
of disease and disorder. 

There is a set of symptoms, as variable 
as humanity itself, that confronts the doc- 
tor constantly in endless individuality. The 
complaints cannot be brushed aside, in 
spite of the fact that gross abnormality 
may not be detectable. Laboratory tests, 
“D & C” procedures and other investiga- 
tions do not supply positive proof of the 
suspected or diagnosed pathologic condi- 
tion. 

The patients describe many combina- 
tions, in many degrees, of such things as 
abnormal uterine bleeding, pressure in the 
pelvis, bearing down, intermenstrual spot- 
ting or discharge, headache, backache, 
pain in the pelvis, urgency, malaise, con- 
stipation, dyspareunia, “something in the 
rectum,” and so on. Personality change 
is noted eventually. It may become per- 
manent and destructive to good living, if 
not treated successfully before too long a 
time has passed. Correction should be 
provided while the patient remains young, 
plastic and resilient. 

The “pelvic cripple” is not welcome 
either at home or in her doctor’s office. 

Many a patient consults the surgeon 
only after a long course of hormone shots, 
vitamins, multiple dilations and curette- 
ments, suspensions, appendectomy, Ova- 


Pine rate come to the surgeon seek- 
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The Uterus and the Padre of 
Inflammation: Fundal Keloid? 


THOMAS B. NOBLE, M.D., F.I.C.S.t 
INDIANAPOLIS, INDIANA 


rian resection, oophorectomy, nerve sever- 
ances, tranquilizers, shock treatments, 


On the basis of a study in which 
the “standard” hematoxylin-eosin 
stain and Masson's trichrome stain 
were compared as to their respec- 
tive value in revealing the presence, 
nature and causes of uterine dis- 
ease, the author reports his conclu- 
‘sion that Masson‘s trichrome re- 
veals a startling number of highly 
significant diagnostic points not even 
suggested by a specimen stained 
with hematoxylin and eosin. To the 
fact that the latter stain is used rou- 
tinely and without question in many 
hospitals he attributes the frequent 
neglect of conditions requiring sur- 
gical intervention, which in turn, in 
many cases, accounts for the even- 
tual alteration of a potentially nor- 
mal woman to a “pelvic cripple.” In 
support of this conclusion he presents 
color photomicrographs of two im- 
mediately adjacent portions of the 
same specimen, one stained with 
hematoxylin and eosin and the other 
with Masson's trichrome, as well as 
a tabulation of relevant siatistical 
data in 25 cases. He lists his obser- 
vations specifically and in detail and 
presents a series of diagnostic and 
therapeutic recommendations based 
on the striking contrast of the patho- 
logic picture as revealed by these’ 
two stains. 
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divorce and then more dilations and cu- 
rettements, in each of which there was a 
“reassuring biopsy.” 

There is need for restatement of a 
fundamental medical fact: “No treatment 
of disease will be successful unless it cor- 
rects the cause.” 

Examination of the complaining patient 
will disclose the condition of the uterus, 
which may or may not be enlarged. There 
may or may not be detectable swelling of 
that organ. The position may be low; on 
the other hand, it may be high and the 
organ retrofixed by adhesion. The liga- 
ments may be long and loose, but sacroiliac 
shortening may mask this. Tenderness 
to movement is surprisingly slight in view 
of the complaint. Generally, the results 
of vaginal examination may be called 
negative by one who is not alert to ob- 
scure changes in the myometrium. 

Diagnosis rests upon the surgeon’s 
ability to project a true mental picture of 
myometrial changes. This is the result of 
what is called “experience.” As a corollary 
and corroboration of this statement the 
accompanying illustrations record new 
fact and ancient failure. 

The wide range of human behavior and 
the wider range of responses bring into 
view certain differences among physicians. 
Some resist the concept of serious patho- 
logic change in the absence of gross abnor- 
malities; others may be too eager to find 
it. The margin between the physiologic and 
pathologic in uterine performance has not 
been drawn accurately, Today, it follows 
the patient’s personality, her complaint 
and her physician’s acumen. 

Abnormal collagen collection, deposit or 
infiltration is caused by a number of cir- 
cumstances, all variable and personal to 
the patient’s physiologic state. A “normal” 
menstrual cycle is an inflammatory experi- 
ence, “normally” transient. It may be the 
sole cause of a great deposit of collagen. 
Another patient may pass through numer- 
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ous pregnancies and many years with no 
resulting collagen. Between these two ex- 
tremes I have observed every variety of 
pathologic change under the microscope, 
and a completely variable range of conse- 
quent complaint. 

The common causes of collagen infiltra- 
tion through the myometrium are “subin- 
volution,” occupation (nursing, waiting on 
tables, etc.), endocrine disturbance, trau- 
matic and bacterial sources of pelvic in- 
flammation, tuberculosis, and a way of 
life that ignores healthful pursuits. 

Hospitals have almost universally relied 
upon the hematoxylin-eosin stain for study 
of the myometrium. This will identify 
changes of the nuclei that may indicate 
carcinoma, but nothing else. Let us see 
what that stain will not do: 


It will give no clue to the age of the pa- 
tient. 

The number of her pregnancies, if any, 
will remain a complete mystery. 

The menstrual history, from amenorrhea 
to flooding, will not be even suggested. 


Increase in the size of the fundus will be 
reported “not abnormal.” 

Neither the presence nor the cause of 
aqueous retention in the myometrium will 
be noted. 

Pain, pressure and dyspareunia will be 
neither recognized nor explained. 

The cause of endometrial thickening will 
not be recognized. Hematoxylin-eosin stain- 
ing makes the fruitless “D & C” seem a rea- 
sonable form of treatment for the “polypoid 
endometrium.” 

The cause of the failure of suspension will 
not be revealed. 

The fact that dilation and curettement 
aggravates the true pathologic condition will 
not be explained. 


In truth, the hematoxylin-eosin slide for 
diagnostic study of the myometrium is in- 
competent, inaccurate, inadequate and ir- 
relevant. 

My work in the study of myometrial 


collagen originated from the simple fact 
that the only human response to all insults 
lies in the field of inflammation. Collagen 
is the product of inflammatory change. 
Cutaneous keloid is pure collagen, patho- 
logic, undesirable and difficult to control. 

There is no other work on the human 
myometrium involving the development of 
collagen and its pathologic consequences. 
The first question to be answered is, ““What 
is the probable significance of collagen 
when it is observed among the myometrial 
fibers?” 

Collagen is a connective tissue substance 
formed through a material secreted in ex- 
cess, by fibroblasts and reticulum cells, as 
a response to inflammation and anoxia. 
The minute fibrils of collagen reach out for 
surprising distances along normal struc- 
tures, seemingly having no beginning and 
no end. As time and influences continue, 
heavy bundles of collagen are formed and 
normal structure disappears. 

I have compared the microscopic picture 
with the patient’s complaint and found a 
direct parallel between the trichrome pic- 
ture of the myometrium and the degree of 
the patient’s disturbance. A well-known 
method of staining differentially for colla- 
gen has been the use of the trichrome stain 
of Masson. This was applied to sections 
from uterine fundi; sections that were ad- 
jacent in the microtome to those stained 
with hematoxylin and eosin for “routine 
diagnosis” in the hospital, the standard, 
accepted procedure of today. 

It must be stated clearly that the col- 
laboration of the physicians at the head 
of the laboratories, Drs. Mershon, Schmoy- 
er and Thornton-Haymond, has been the 
most generous and helpful in prosecuting 
this investigation to its completion. I am 
a surgeon with an idea; they are the sci- 
entists in medicine who did the work and 
supply the facts. (The photographs came 
out of my basement.) 


The goal before good physicians is the 
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relief of pathologic states. The work of 
pathologists is an integral part of the job 
at hand, with the exception of a few who 
disagree with any change for the better, 
like the surgeon who never changes! 

Unfortunately, tissue committees have 
taken the laboratory’s word as an infal- 
lible finality. In recent years some doctors 
have been willing to denounce others on 
the basis of “nothing abnormal’ reports 
from tissue sections stained in hematox- 
ylin and eosin. Red Book, March 1958, 
mentions 600 women who have been saved 
hysterectomy by virtue of the medical fer- 
rets in accredited hospitals—whose judg- 
ments have been prompted by hematoxy- 
lin eosin stains! So, this paper becomes all 
the more important to the pelvic cripple. 

In Indiana we have the small county 
hospital, free of the restrictions attributed 
to accreditation. Here the state law is well 
defined. Adequate protection is afforded 
the public, the hospital and the physician. 
Public health is guarded by the right to 
appeal to court protection of all factors 
involved in the care and treatment of the 
sick. 

The patients from whom our studies are 
made have undergone operations properly, 
successfully and legally performed. These 
pelvic cripples have been brought back to 
good health and to re-entry into good fam- 
ily life, before the passage of time in dis- 
ease and character change made that im- 
possible. 

Our work is continuing in the fields that 
should be obvious. 


The Hematoxylin-Eosin Stain (Fig, 1). 
—This photomicrograph is assumed to 
show normal myometrium. In Indianapo- 
lis, pathologists and tissue committees, 
basing all decisions upon this type of 
slide, deny surgical relief through hyster- 
ectomy to the disturbed patient. Auditors 
understand none of the situation and 
promise loss of accreditation if “unjusti- 
fied hysterectomy” is done. 


s 
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Fig. 2—Adjoining section of same specimen stained with Masson’s trichrome stain. 
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Fig. 1.—Specimen stained with hematoxylin and eosin. 4 
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Data on 25 Cases 


Size of Uterus, Cm. 


A 
Case rod Para Life Lab MP* Discharge Symptoms Collagen, % Recovery** 
1 24 3 17 10 heap Clear Pain; prolapse, weight; 75 Complete 
dyspareunia 
22 0 sf 6+ — ++ Visible ovarian cysts 50 Complete 
3 28 2 1% 4% ++ + Procidentia; cystocele 20-50 Complete 
22 0 8 5+ — Clear GC PID in youth; bilateral 25 Complete 
salpingectomy 
5 37 2 114% 8 +++ Constant Trichomonas; pain; backache; 75 Complete 
prolapse 
6 39 2 8 5+ + Minor Procidentia; cystocele; 10 Complete 


subinvolution 


7 35 0 9 6 0 Watery Bilateral oophorectomy in 50 Unstable 
youth; pain; dyspareunia 


8 37 4 12 8 +4 Cloudy Fibrotic, low-lying, edematous 40 Complete 
uterus 


9 30 3 8 6 + Constant Lacerations, procidentia, 20 Complete 
complaints 
10 38 6 12 8% ++ ++ Pain, everted cervix; “nerves”; 25 Complete 


loss of weight 


11 37 3 12% 8 ob + Backache, headache; loss of 50 Complete 
work time © 


12 36 4 15 9 +++ 44 Procidentia, cystocele, Complete 
precarcinomatous cervix 15-50 
13 34 0 8 6 ++ +4 PID at 20; trichomonas; 50 Complete 


periodic pain 


14 40 2 9 6% 4+4+4+ 444+ Endometriosis; mental 60 Gain of 20 
exaggeration; pain pounds; 
bad men- 


tal state 


8 6 +4++ 4 Continuous pelvic pain; 15 Complete 
complaints 


16 41 2 6 cervix a + Large precarcinomatous cervix, 80 Complete 
hard fibrotic uterus 


ae 45 z 10 6% ++ ++ Many operations; no relief 30 Complete 
18 45 2 10 6 +++ +444 Dyspareunia; backache; pain; 90 Complete 
tenderness 


Complete procidentia; cystocele Complete 

20 34 0 8 if “be pone Pain; dyspareunia; pelvic 20 Complete 
pressure 

21 27 3 8 6% + 0 Complete prolapse and 35-40 Complete 
dyspareunia 

22 55 0 6 5+ 0 seh Healed tbe, hysterectomy + 50 Complete 


total plication 


23 41 2 1% 5+ + + Brown 2 cesareans; small fibroids 40 Complete 

24 37 6 (Cervix filled introitus) Pain; pressure; backache; 20 Complete } 
dyspareunia 

25 41 1 9 ff +4++ 444 Transfusion needed; home 25 ? stable 3 


disputed 


*P+ means heavy menses; ++ means flooding; +++ means that blood replacement is required. 
**Recovery listed according to patient’s description of relief gained from former complaints. 
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The whole undesirable situation hangs 
upon the willingness of some men to use 
irrelevant laboratory procedures to dam- 
age their colleagues and so degrade better 
medicine and surgery. And in the present 
scheme of organization, no mechanism is 
available to a good surgeon for appeal 
against improper dictation. 


Masson’s Trichrome Stain for Collagen 
in the Myometrium (Fig. 2).—The two 
illustrations accompanying this article are 
from successive microtome sections of the 
same uterus. Collagen stains blue or green, 
according to the dye used and the method 
of color reproduction. With the hematox- 
ylin and eosin stain, all connective tissue 
stains alike. There can be no differentia- 
tion. 

With Masson’s trichrome, the green col- 
lagen is seen filling all tissue spaces and 
surrounding blood vessels. Under high 
power it can be seen to be invading the 
vessel wall and the muscle fiber inside the 
muscle bundle of the myometrium. 

The patient in the case illustrated was 
21 years old. Hysterectomy was delayed 
until after fourteen transfusions and five 
“D & C’s.” Three vears had passed since 
the birth of her first child; divorce had 
broken up the family; the child had been 
placed in a “home,” and the mother had 
been thrown out of her room for default 
of payment. She was dripping pink fluid 
and had only 1,200,000 red cells per cubic 
millimeter of blood. I hope this is possible 
only in Indianapolis. 

Compare the trichrome picture with the 
hematoxylin-eosin ‘‘standard.” The sur- 
rounding of blood vessels and the plugging 
of tissue spaces explain the major symp- 
toms of continuing blood loss, heaviness, 
backache, pressure pain, aggravated dys- 
pareunia, interval discharge, and the fact 
that the uterus was filled with edema that 
came out as soon as the surface was cut. 
None of these are indicated with hema- 
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toxylin and eosin; all are clearly visible 
under trichrome. 

I have “run through” many such pa- 
tients since 1953, when a sort of denial of 
good science came our way. One hundred 
were studied after companion microscope 
slides had been made, to facilitate statis- 
tical analysis. It was noted that the endo- 
metrial thickening runs parallel to the 
amount of collagen present along vascular 
channels. The work of Joseph Leighton, 
Ira Kline and Henry C. Orr opens up the 
possibility that the lessened oxygen ten- 
sion from collagen infiltration may have 
a bearing on human disorder. If endome- 
trial cells in the test tube turn mitotic 
when oxygen is lessened, it may be discov- 
ered that collagen in the human myometri- 
um, if allowed to remain there too long, 
exerts an influence toward endometrial 
malignant disease. 

In this series, and in the accompanying 
table, the label ‘““Nothing abnormal in this 
fundus” was attached to every case by the 
routine standard hospital laboratory using 
the hematoxylin-eosin stain on the slide 
adjacent to the one I studied under Mas- 
son’s trichrome. 

The illustrations provide a fair and 
average comparison between the appear- 
ance of the hematoxylin-eosin slides and 
that at the twin trichrome slides. This 
throws into sharp focus the need for bet- 
ter-directed laboratory analysis if claims 
to diagnosis are to be supported. Again, 
the routine accepted standard of hema- 
toxylin-eosin preparation for myometrial 
diagnosis is irrelevant, inadequate, inac- 
curate and incompetent. 

These trichrome studies offer a new 
picture of a long-troubling disorder. One 
can explain the fibrotic uterus, the sub- 
involuted uterus, the fibrous uterus, and 
the diffusely fibroid uterus; one can also 
explain “chronic pelvic inflammatory dis- 
ease” and other conditions even more 
vaguely named, by the various degrees to 
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which collagen has infiltrated the myo- 
metrium. 

The table of 25 case histories here pre- 
sented is a brief and condensed list from 
the group labeled “nothing abnormal’ 
from the hematoxylin-eosin slide, but in 
which complaints properly described a 
“pelvic cripple,” operated and proved valid 
by trichrome. 

This identification of collagen infiltra- 
tion into the myometrium and the ob- 
vious turn of physiologic into physiopath- 
ologic conditions is the accurate, adequate, 
competent and relevant laboratory proof 
of the disease that makes a woman a 
“pelvic cripple.”” The need for corrective 
therapy is shown both by the patient’s 
complaint and by the microscopic picture. 
The treatment is hysterectomy, 


A Series of Observations, Constantly 
Repeated, Justifies the Establishment of 
Rules: 


1. The presence of collagen will increase 
the size of the uterus or will replace the 
normal myometrium, perhaps without 
change of shape. 

2. After removal, measurements of the col- 
lagenous uterus will decrease 40 per 
cent. 

3. Collagen causes passive congestion and 
edema of the uterus. 

4. Endometrial thickening follows, and is 
significant. 

5. Abnormal bleeding parallels the pres- 
ence of collagen along vascular channels 
and tissue spaces. 

6. The relation of endometrial anoxia to 
malignant change needs concern in the 
timetable of therapy. 

7. The increased weight of the collagenous 
uterus and the softening of its supports 
lead to its descent in the pelvis. 

8. The presence of collagen is not reduced 
by hormone therapy, suspension or di- 
lation and curettement. 

9. The lines of blue and green in the illus- 
tration represent the photographed 
cause of the symptoms observed in the 

“pelvic cripple.” This is the first proof 
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of the pathologic nature of the disor- 
ders and of the need for surgical inter- 
vention. 


10. Age has no relation to the cause or 
progress of this disease. 


11. This disorder due to collagen is self- 
perpetuating. As little as 10 per cent 
collagen in the myometrium has caused 
distress. I have not encountered these 
symptoms in a patient free of collagen. 
I have observed collagen-free uteri at 
all ages during the course of other work. 


12. Hysterectomy alone is curative. The 
time is elective. 


SUMMARY 


A series of observations, made repeat- 
edly, becomes a series of rules. 


1. The average shrinkage of the col- 
lagenous uterus is 40 per cent immediately 
upon removal and before it reaches the 
laboratory. This estimate comes from 
uteri measured by rule in vivo and com- 
pared with the laboratory measurement 
later. 

2. The amount of collagen estimated by 
observance of the trichrome stained slide 
is in direct ratio to the increase in size 
of the uterus before excision. 

3. In life, deposit of collagen in the 
uterus is manifested by gross edema of 
the specimen and its passive congestion. 

4. Endometrial thickening is present 
and is significant. 

5. The relation of connective tissue 
anoxia to malignant change must be kept 
in mind in the time schedule of surgical 
intervention, 

6. Excessive bleeding accompanies 
blocking of tissue spaces by collagen fibrils. 

7. The added weight of the pathologic 
uterus infiltrated by collagen softens the 
supporting ligaments. Suspension does 
not help in the least. 

8. No repositioning of the uterus or 
other medication will change the cause of 
this pathologic condition. 
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9. The cause of pain, tenderness, pres- 
sure, fullness, weight on the rectum, dys- 
pareunia, excess bleeding, intermenstrual 
spotting and the moisture that defeats 
treatment of trichomonas are seen in the 
lines of blue and green. They are the 
fibrils of abnormal and disease-producing 
collagen. 

10. Age has no relevancy to the cause 
or the progress of this condition. 

11. The pathologic process is self-per- 
petuating and progressive. 

12. Hysterectomy alone is curative. 
The time is elective. 

As is typical of all human pathologic 
states there has been difficulty in finding 
exact parallel between the pathologic pic- 
ture and the complaint. As little as 10 
per cent collagen has caused unceasing 
complaint in some patients. How quickly 
it increases is yet to be determined. This 
seems to be a field for new and added ob- 
servation that should attract minds inter- 
ested in research. 
~ For their unstinted assistance in the many steps 
of the work done in this series, I wish to express 
deepest gratitude to Carl Ferguson and C. G. 
Gilbart, U.S. Naval Avionics Spectrographic Lab- 
oratory; J. B. Mershon, M.D., Mershon Medical 
Laboratory; M. Ray Schmoyer, M.D., Community 


Hospital Laboratory, and J. L. Haymond, M.D., 
Thornton-Haymond Medical Laboratory. 


ZUSAM MENFASSUNG 


Aus einer Reihe von wiederholten Be- 
obachtungen wird eine Reihe von Gesetzen. 

Die durchschnittliche Schrumpfung der 
kollagenen Gebirmutter im Zeitraum zwi- 
schen der Resektion und ihrer Ankunft 
im Laboratorium bertigt 40%. Diese 
Schitzung stammt von Messungen, die an 
der lebenden Patientin vorgenommen und 
mit spiteren Messungen im Laboratorium 
verglichen wurden. 

Die durch Beobachtung der dreifarbig 
gefirbten Schnitte abgeschatzte Kollagen- 
menge steht in direkten Verhaltnis zur 
Zunahme der Grésse der Gebarmutter vor 
der Resektion. 
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Eine Verdickung der Gebarmutter- 
schleimhaut besteht und ist bezeichnend. 

Die durch Beobachtung der dreifarbig 
Bindegewebes zu bésartigen Verinderun- 
gen muss bei der Festsetzung des Zeit- 
punktes des chirurgischen Eingriffs be- 
riicksichtigt werden. 

Weder die Riickverlagerung der Gebir- 
mutter noch andere medizinische Mass- 
nahmen haben einen Einfluss auf die 
Ursache dieser krankhaften Veranderung. 

Nur die Gebarmutterresektion fiihrt 
zur Heilung. Der Zeitpunkt der Opera- 
tion muss nach den Umstanden des Ein- 
zelfalls gewahlt werden. 

Wie bei allen Erkrankungen des Men- 
schen ist es auch hier schwer, eine genaue 
Parallele zwischen dem pathologischen 
Bild und den Beschwerden zu ziehen. Bei 
manchen Patientinnen fiihren so geringe 
Mengen wie 10% Kollagen zu endlosen 
Beschwerden. Wie schnell das Kollagen 
ansteigt, ist noch unbestimmt. Fiir die, 
die an Forschungsarbeit interessiert sind, 
scheint hier ein Feld fiir neue Beobachtun- 
gen vorzuliegen. 


RESUME 


Des séries d’observations renouvelées 
donnent lieu a des séries de régles. 

Le rétrécissement moyen de |’utérus 
collagéne est de 40% immédiatement 
aprés |’extirpation et avant d’arriver au 
laboratoire. Cette estimation résulte de 
mensurations systématiques en série in 
vivo, comparées ensuite a celles faites au 
laboratoire. 

La quantité de collagéne estimée d’aprés 
l’étude de lames colorées trichromes est 
en proportion directe avec l’augmentation 
de volume de l’utérus avant |’excision. 

Il y a un €paississement significatif de 
l’endométre. 

Il faut tenir compte du rapport possible 
d’une anoxie du tissu conjonctif avec 
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une modification maligne au moment de 
fixer le plan opératoire. 

Ni la réposition de l’utérus ni aucune 
autre thérapeutique ne modifieront la 
cause de cet état pathologique. 


Seule l’hystérectomie améne la guérison. 


Il a été difficile de trouver un paralléle 
exact entre le tableau pathologique et les 
plaintes du malades, ce qui est d’ailleurs 
caractéristique de tous les états patholo- 
giques. Une dose pourtant trés faible de 
10% de collagéne a suffi pour provoquer 
des troubles constants chez quelques mala- 
des. La rapidité de son augmentation 
reste encore a déterminer, et c’est la un 
champ de recherches digne d’intérét. 


RESUMEN 


Una series de observaciones, si repeti- 
das, conducen a una serie de reglas. 

Por término medio el utero colageno 
experimenta una retraccién de un 40% 
inmediatamente después de la extirpacién 
y antes de llegar al laboratorio. A esta 
conclusién se llega en consecuencia de 
mediciones hechas in vivo y en el labora- 
torio. 

In vivo el depésito de colageno en el 
utero se manifiesta por edema y conges- 
tion pasiva. 

En estos casos es de significacion el 
engrosamiento del endometrio. 

Al tiempo de la intervencién debe te- 
nerse en cuenta la relaci6n entre la re- 
lacién entre la anoxia del conjuntivo y la 
degeneracion maligna, 

Ninguna operacion de refuerzo de los 
sigamentes u otro tratamiento es capez de 
cambiar la naturaleza de la enfermedad. 


Solo la histerectomia cura la enfer- 
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medad siendo electivo el tiempo de llevarla 
a cabo. 

Como es tipo en todos los estados pato- 
l6gicos humanos es dificil encontrar un 
paralelismo entre el cuadro patolégico y la 
sintomatologia. Tan solo un 10% de cola- 
geno es capaz de producir molestias in- 
cesantes en algunas enfermas. Es dificil 
determinar cuan rapidamente progresa el 
padecimiento. 

Resulta pues tratarse de un campo dis- 
puesto para nuevas observaciones que debe 
atraer a las mentes dispuestas a la inves- 
tigacion. 

RIASSUNTO 


Il volume dell’utero si riduce in media 
del 40° dopo la sua asportazione. Questi 
valori sono stati caleolati misurando 
l’utero in vivo e poi paragonando le misure 
con quelle ottenute successivamente in 
laboratorio. 

La quantita di collageno presente nell’- 
utero, e valutata sui preparati colorati con 
i metodi tricromici, é direttamente pro- 
porzionale all’aumento di dimensioni dell’- 
utero prima della sua asportazione. 


L’ispessimento dell’endometrio @ signi- 
ficativo. 

Bisogna tener presenti i rapporti fra 
l’anossia del tessuto connettivo e le tras- 
formazioni maligne. 

Nessun metodo di pessi né aleun medi- 
camento puo giovare in questa condizione. 

Solo l’isterectomia riesce efficace. 


Come in tutte le altre malattie, é dif- 
ficile trovare una relazione fra i disturbi 
e il quadro patologico. In certi casi i 
disturbi provengono da quantita di colla- 
geno del 10%. Non é possibile stabilire 
la sua velocita di crescita. Si tratta di 
un campo ancora aperto allo studio. 
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The Taranto Operation in 


- Correction of Genital Prolapse 


JUAN A. VIAGGIO, M.D., F.I.C.S. 
BUENOS AIRES, ARGENTINA 


The author analyzes the results of 
treatment in 41 cases of genital pro- 
lapse operated on by the Taranto 
technic, known as “integral treat- 
ment of the fascia and formation of 
a flap for the bladder.” The main 
steps of this operation are briefly 
described with emphasis on several 
points essential to its success. 

The conclusions drawn are that 
the procedure offers certain advan- 
tages as to anatomic restoration 
thrcughout the vaginal conduit, with 
a remarkably good intrapelvic ele- 
vaticn of its organs, and that the 
functional result is also good, incon- 
tinence being successfully corrected 
in a high percentage of cases. 


CCORDING to Piero Cattaneo’s con- 

° A. clusions published in “Minerva 
Ginecologica” under the title “Il 

Metodo di Taranto per la cure operative 
del Prolasso Genitale’ (The Taranto 
Method for the Operative Cure of Genital 
Prolapse), the valuable observations of 
Raoul Palmer, as he himself has described 
them in “Assises Francaises the Gyne- 
cologie,” and also those of other colleagues 
who have done research on the aforemen- 
tioned procedure, I intend here to explain 
my own experience and the details of its 
technic, emphasizing some points in its 
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better performance. Cattaneo stated: “The 
operative technic proposed by Taranto 
deserves to be widely known and consid- 
ered, because, although many methods 
have been fully described, none of them 
respects so well the topography of the zone 
and the function of the organs and offers 
such a solid and perfect reconstruction of 
all the affected elements in the development 
of genital prolapse. Palmer, in his work 
entitled “Le traitement des prolapsus 
genitaux” (The Treatment of Genital Pro- 
lapse) expressed entire agreement both 
with the bas‘c points and with the very 
details which Taranto calls “Integral 
Treatment of the Fascias with the Forma- 
tion of a Flap for the Bladder.” Taranto 
expressed the opinion that the pelvis 
should be repaired in all its parts, basing 
his theory on the idea that the pelvic con- 
junctive tissue is the essential element in 
the scaffolding of the pelvic structures. 

Up to the time of writing, statistics from 
Pirovano Hospital are as follows: Dur- 
ing seven years, 41 patients with prolaps2 
have been operated on, their ages ranging 
from 20 to 69. 

In 23 cases the prolapse was of Grades 
1 and 2; in 18 cases, Grade 3. Incontinence 
was noted in 8 cases. 

Amputation of the uterine cervix has 
been done in 17 cases, in 50 per cent of 
which a histopathologic examination had 
been done earlier. 

The patients were regularly followed up, 
and the results were highly satisfactory 
except when a relapse occurred after a 
completed pregnancy or when the incon- 
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Fig. 1 (see text). 


tinence was not completely corrected. toma, which probably caused unfastening 
The postoperative complications have of the vesical flap and consequently the 
included only 1 case of suppurating hema- __ persistence of a cystocele. Neither venous 
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Fig. 2 (see text). 


Fig. 3 (see text). 


complications nor deaths have been re- 
ported up to time of writing. 

This procedure, based on the pathogenic 
principles aforedescribed, places predomi- 
nant value on the integrity of the endo- 


pelvic fascia in all its parts (ligaments, 
septum and prolongations) and on integ- 
rity and solidity throughout both vaginal 
columns. It represents an effort to rein- 
state these elements completely. The dif- 
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ferent steps of the operation may be out- 
lined as follows: 

Anterior Colpography and its Comple- 
ments.—1. Incision of the anterior vaginal 
mucosa in the form of an inverted Y, with 
its shortest branches curved around the 
uterine cervix, starting 0.5 cm. from the 
meatus (Fig. 1A). 

2. Dissection of the mucosa (a true re- 
vival for which the spatula is used): 
tacking of the labia with Gregoir forceps 
(Fig. 1B). 

3. Formation of the flap of vesicovagi- 
nal septum, which is subdivided as follows: 

a. The cervical extremity of the septum 
is sectioned to the level of its insertion in 
the uterine neck. 

b. The cervicovesical pillars are sec- 
tioned (Fig. 1C). 

c. A lengthwise section is done of a side 
of the septum, previously separated from 
the bladder only in the zone of the lateral 
flap (Fig. 1D). 

e. The flaps are marked with Allis for- 
ceps. The central one, after marking, is 
attached to the cervix by its free end 
(Fig. 4). 

4. The vesicouterine space and neigh- 
boring elements are repaired. This in- 
volves amputation of the cervix uteri when 
necessary ; correction of the retroversion ; 
shortening of the Mackenrodt ligaments, 
and, finally, fixing on that space of the 
flap worked out from the vesicouterine 
septum. All this must be done in the fol- 
lowing order of procedure: 

a. Dissection with scissors, principally 
in the aforementioned space, until the 
peritoneal plica can be seen (Fig. 2A). 

b. Narrowing the space of its network 
(a real darning or corrugation, with cross- 
stitches in fours and eights) (Fig. 2B). 

ce. Correction of the retroversion with a 
stitch holding the anterior aspect of the 
uterus (adjacent to the plica) on one side 
and the posterior face of the bladder on 
the other. 
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d, Shortening of the Mackenrodt liga- 
ments, which are then fixed with one or 
two stitches to the cervix (Fig. 3A). 

e. Fixation of the flap by its free end 
(Fig. 3A), with the long extremities of 
the threads that corrugate the vesicouter- 
ine space (b) and those for correction of 
the recently mentioned elements at points 
ec and d. 

5. Joining of the lateral flaps of the sep- 
tum to the cervix, among themselves and 
by their cervical ends, without neglecting 
the cervicofascial pillars (Fig. 3B). 

6. Synthesis of the anterior vaginal mu- 
cosa, with previous elimination of the sur- 
plus, which is done economically by em- 
ploying Donatti stitches (Fig. 4A, I] 
and 

7. Reconstruction of the uterine neck, 
cervix, with the neighboring extremity of 
the mucosa (this step may precede step 6) 
by means of Stundorff stitches (Fig. 
4A, Il). 

I now pass to posterior colpoperioneor- 
rhaphy, retaining the sequence of enumer- 
ation. 

8. Section with bistoury and transfixion 
of the mucosa in the fourchette (Fig. 
4B, 1). 

9. Separation with the bistoury first 
(Fig. 4B, IJ), and continuation with the 
spatula, of the back wall of the vagina to 
the uterosacral ligaments (Fig. 4B, JI). 

10. Shortening of the uterosacral liga- 
ments and their fixation to the posterior 
face of the cervix, which can be reached 
from this point (Fig. 5, /). 

11. Reparation of the uterovaginal sep- 
tum with stitches in cross form in its dam- 
aged network (Fig. 5, //). 

12. Myorraphy of the levator muscles 
(Fig. 5, II). 

13. Reconstruction of the perineum, 
without losing sight of the fascial lamina 
(Fig. 6, J). 

14. Fixation of the lower or perineal 
end of the septum to the perineum, already 
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Fig. 4 (see text). 


restored to its limit with the skin (Fig. With this summary of the technic, one 
6, 17). should remember some important details: 

15. Placing of the Pezzer tube (Fig. 1. The flap to be made should have all 
6, Ill). : the height of the vesicovaginal septum, but 
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its width depends on the degree of the 
prolapse, i.e., the bigger, the wider; so 
that the union of the lateral fascial flap, 
when plicated, will not be too loose. At 
the same time, if the prolapse is small, 
the flap should be narrowed, because other- 
wise its lack of tissue would prevent the 
synthesis of the laterals. 

2. Cutting near the meatus (less than 
1 cm. away) enables one to go through a 
solid basement area and involves a dimin- 
ished surgical risk to the urethra. 

3. It is necessary to fix the free ex- 
tremity (cervical) quite high in the vesico- 
uterine space, near the peritoneal plica, 
which will elevate the bladder and restore 


Fig. 5 (see text). 
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it to its proper place, so that the newly 
formed band may remove and lengthen the 
urethra in its distal section. 

4. If any laceration should be noted in 
the septum, it should be repaired before 
fixation. 

5. Finally, in order to obtain an effi- 
cient fascial septum of maximal thickness 
and with bloodless undermining, the sepa- 
ration of the mucosa should be done as 
finely as possible, so that the result will 
be an onion-skin effect. For this one should 
be well prepared, because the instrument 
can easily slip toward a deeper layer, 
which obliges one to rectify conditions con- 
stantly. If any hemorrhage is noted, it 
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Tig. 6 (see text). 


would indicate such a transgression. In 
this step it is not a technical failure if 
the mucosa is damaged or cut. 

In conclusion, I should like to say that 
the plastic procedure studied and _ per- 
formed by Dr, Taranto Torres has given 
convincingly good results as to the follow- 
ing points: elevation of the vaginal cupola; 
removal of the uterus in moderate ante- 
version, and particularly fulfillment of its 
most important principle, which is to cali- 
brate the conduit fully without diminish- 
ing its elasticity. The minimum amount 
of mucosa is removed because its reduction 
is based almost solely on the fascial sub- 
mucous layer. 

Nevertheless, there are some difficulties 
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in the practice of his technic; e.g., it is 
necessary to separate the mucosa very 
finely in all its extension. This, in the 
posterior section, beyond the levator mus- 
cles and at the very limit of the posterior 
“cul de sac,” may produce some blood 
when one deviates from the proper layer, 
and this probability should be always 
borne in mind. Undoubtedly, the wider the 
cystorectocele, the better the field for such 
a purpose. 


ZUSAM MENFASSUNG 
Der Verfasser analysiert die therapeu- 


tischen Erfolge in 41 Fallen von Genital- 
prolaps, die nach der als “integrale 
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Behandlung der Faszie und Bildung eines 
Lappens fiir die Blase” bekannten Taran- 
toschen Technik operiert wurden. Die 
wichtigsten Punkte des operativen Vor- 
gangs unter Hervorhebung derjenigen, 
die fiir den Erfolg am _ wesentlichsten 
sind, werden kurz beschrieben. 

Der Verfasser kommt zu der Schluss- 
folgerung, dass das Verfahren zur ana- 
tomischen Wiederherstellung des gesam- 
ten Scheidenkanals gewisse Vorteile 
bietet, dass es zur einer bemerkenswert 
guten Hebung der Beckenorgane fiihrt, 
dass die funktionellen Resultate gut sind 
und die Harninkontinenz in einem hohen 
Prozentsatz der Fille erfolgreich beein- 
flusst werden kann, 


RESUMEN 


El] autor analiza los resultados del tra- 
tamiento de 41 casos de prolapso genital 
operados por la técnica de Taranto, cono- 
cida como “tratamiento integral de la 
fascia y formacion de un colgajo para la 
vejiga.” Describe los tiempos principales 
de la intervencién y sefala en especial 
algunos puntos esenciales para el éxito de 
la operacién. Saca la conclusion de que 
el procedimiento ofrece ciertas ventajas 
tales como la restauracién anatomica a 
través del conducto vaginal, la evidente- 
mente buena elevacién de los 6rganos in- 
trapélvicos y el buen resultado funcional, 
siendo ademas corregida satisfactoria- 
mente la incontinencia en la mayor parte 
de los casos. 


SUMARIO 


O autor analiza os resultados do trata- 
mento em 41 casos de prolapso genital, 
operados pela técnica de Taranto, con- 
hecida como “tratamento integral da 


fascia e construcéo de um assoalho para 
a bexiga urinaria.” 

Os principais tempos desta operacao sao 
descritos de maneira breve, com énfase 


VIAGGIO: GENITAL PROLAPSE 


nos diversos pontos essenciais a0 seu su- 
cesso. 

As conclusées apresentadas sao de que 
o processo oferece certas vantagens como 
a restauracao anatOmica do conduto va- 
ginal, elevacao intrapélvica dos orgaos e 
que os resultados funcionais sao tambem 
bons, sendo a incontinéncia urinaria cor- 
regida em uma alta percentagem dos casos. 


RIASSUNTO 


L’Autore analizza i risultati della cura 
di 41 prolassi genitali operati con la tec- 
nica di Taranto, Descrive i punti prin- 
cipali dell’intervento e i particolari di 
tecnica necessarii per ottenere la guari- 
gione. 

I vantaggi offerti dal metodo sono rap- 
presentati dalla ricostruzione anatomica 
che consente un buon sollevamento degli 
organi pelvici nell’addome e dai risultati 
funzionali, dal momento che la inconti- 
nenza viene corretta in un’alta percen- 
tuale di casi. 


RESUME 


Analyse des résultats du traitement de 
41 cas de prolapsus génital opérés selon 
la technique de Taranto, “traitement 
intégral du fascia et formation d’un lam- 
beau vésical.” Les temps principaux de 
cette opération sont briévement décrits 
avec les points essentiels assurant son 
succés. 

Les conclusions montrent les avantages 
de cette technique quant a la restauration 
anatomique totale du vagin; les résultats 
fonctionnels sont bons et l’incontinence 
peut étre traitée avec succés dans un 
pourcentage de cas élevé, 
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Germany has often claimed that it was she who discovered Shakespeare and intro- 
duced him to the English. She may claim with greater right that she discovered 
Lisier and introduced him to the London surgeons. In the interesting train of 
events which then followed, Richard von Volkmann, the great German surgeon, was 


a dominating figure. Volkmann was more than a surgeon, he was an artist and a 


poet, and every schoolboy who studies German has read some of the delightful 
poems of “Richard Leander.” Volkmann had just returned from the Franco-Prussian 
War to his hospital in Halle, filled to overflowing with wounded soldiers, most of 
them terribly infected. Infections and erysipelas carried off most of the patients 
The result 


after operation. Volkmann decided to give Lister’s treatment a trial. 


was magical, and Volkmann’s conversion was sudden and permanent. He could 
write not only poetry, but clear, pungent prose. He liked a good fight and im- 
mediately leaped into the fray. His influence was immense, so in a short time every 
German surgeon of note was a champion of Lister’s methods, Professor Nussbaum, 
the distinguished surgeon of Munich, declared in a public lecture that any surgeon 
ignoring antiseptics should be catled to account if he lost a patient from infection; 
and Volkmann attacked all doubters and critics vigorously and, if the truth be 


stated, rather brutally at times. 
— Major 
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Neurologic Surgery 


the problems and, at times, the bi- 

zarre symptoms! associated with dis- 
eases of the cervical portion of the spine 
demand a synthesis and application of the 
available knowledge in many fields of med- 
icine, encompassing human life from its 
embryonic state to old age. 

The clinical radiologist occupies a 
unique practical position, since he is con- 
sulted with and informed by his colleagues 
and his specialty permits him to study, 
explore and detect pathologic conditions in 
the living. The roentgenogram is a nega- 
tive in which shadings reflect the differen- 
tial absorption and transmission of roent- 
gen ray energy through tissues. The better 
a film is technically, the more value it pos- 
sesses. The roentgenogram can be used 
to detect functional as well as structural 
alterations, 

Anatomically, the cervical region ex- 
tends from the jaw, the mastoids and the 
back of the head to the two clavicles, with 
the notch between them and the scapulae 
below. It contains numerous structures, 
and, because of its interesting develop- 
ment, structures quite distant to it remain 
related to it in diverse fashions; e.g., the 
diaphragm, with its nerve supply prin- 
cipally from the fourth cervical segment, 
that has receded into the chest with the pe- 
ricardium and the trapezius muscle, the 


Ts multiplicity and complexity of 
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Diseases of the Cervical Portion of the Spine 


IRVIN DEUTSCH, M.D., C.M., D.A.B. 
MIAMI BEACH, FLORIDA 


Full utilization of diagnostic roent- 
gen data can be secured only on the 
basis of fundamental embryologic, 
physiologic, neurologic, anatomic 
and pathologic knowledge of the re- 
gion involved. The author presents 
an anatomic review of known facts 
concerning the cervical portion of 
the spine, with the necessary neuro- 
anatomic details, including the dis- 
tribution of the cervical, sympathetic 
and cranial autonomic nerves. The 
Sherrington formula is cited to ex- 
plain certain nerve patterns. The 
probable pathogenesis of post-trau- 
matic headache is considered, and 
the importance of complete and 
properly performed roentgen studies 
of the cervical portion of the spine 
is particularly stressed, with an ex- 
planation of the technic. 


innervation of which may be partially ac- 
counted for by its embryonic development. 
The trapezius is a muscle of the ventro- 
lateral group that migrates dorsally and 
becomes attached to the vertebral column. 
The sternohyoid and geniohyoid are mus- 
cles of this group that have not migrated. 
Errors of development are responsible for 
congenital deformities, which are usually 
multiple and may involve several systems. 


In children, the neck is relatively short; 
its full length is reached only in adult life 
by full and complete development of the 
vertebrae. 

The motions of the neck that are exe- 
cuted at the spine through coordinated 
neuromuscular activity can be summarized 
as follows: 


a. Nodding, forward and _ backward; 
this movement takes place at the 
occipitoatlantal joints. 

b. Rotation, which takes place at the 
atlas-axis articulation and through- 
out the cervical portion of the spine. 

c. Lateral flexion or bending, which oc- 
curs in the midsegments of the cer- 
vical portion of the spine. 

d. Flexion and extension, which take 
place mostly in the lower segments 
of the cervical portion of the spine. 
(Hyperextension injuries frequently 
involve the bones and joints at the 
fourth and fifth cervical levels, while 
hyperflexion injuries favor the fifth 
and sixth.) 


Full, complete and properly made roent- 
gen studies of the cervical portion of the 
spine can determine the presence or ab- 
sence of (a) fractures, (b) dislocations or 
subluxations, (c) anomalies, (d) infection, 
(e) degeneration, (f) necrosis, (g) tumor 
formation, (h) alterations in position and 
curvature, (i) the status of the paired and 
unpaired joints, (j) the status of the inter- 
vertebral foramens, (k) soft tissue in- 
volvement and (1) bone mineralization 
and texture. 

The vertebral column? is a sinuous and 
flexible column formed by a series of bones 
called vertebrae. The smallest of the true 
vertebrae are the cervical, which nor- 
mally total 7, and the principal difference 
between them and the other vertebrae is 
that their transverse processes contain 
apertures or foramens which, in the upper 
six parts, give passage to the vertebral 
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arteries and veins and a plexus of sym- 
pathetic nerves. 

A typical cervical vertebra consists of 
two essential parts, an anterior segment, 
or body, and a posterior segment, or arch. 

There is a marked difference in the com- 
position of the bone that forms the body 
and that which forms the arch. The for- 
mer is cancellous bone, the latter compact 
bone. 

The posterior segment? is made up of a 
pair of pedicles and a pair of laminae that 
form an arch about the vertebral canal 
and support seven processes, viz., four 
articular (two superior and two inferior), 
two transverse and one spinous. The cer- 
vical vertebrae include two atypical pieces, 
the atlas, or first cervical, and the axis, 
or second cervical, mentioned by Piersol, 
the anatomist, as peculiar. 

The joints concerned in the articulation 
of each cervical vertebra consist of the 
paired apophyseal, both superior and in- 
ferior, formed by the articular processes, 
whose planes are practically horizontal; 
the uncovertebral joints between the pos- 
terolateral aspects of the adjacent bodies, 
and the intervertebral fibrocartilaginous 
joints that occupy the intervertebral or 
body spaces. 

In the cervical portion of the spine, 
slight movement, combined with great 
strength, is present at the fibrocartila- 
ginous joints, while in the freely movable 
joints, such as the apophyseal, the sur- 
faces are completely separated: the bones 
forming these articulations are expanded 
(for greater convenience of mutual connec- 
tion), covered by cartilage and enveloped 
by capsules of fibrous tissue. The cells 
lining the interior of the fibrous capsule 
around the joints form an imperfect mem- 
brane, the synovia, which secretes a lubri- 
cating fluid. In addition, the joints are 
strengthened by strong fibrous bands 
called ligaments, which extend between 
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Fig. 1.—Schematic representation of sensory pathways and V. S. tract. 


the bones entering into the formation of Secondary joint involvement may occur, 
the joints. Primary joint involvement may as with infection from a neighboring 
occur as a result of trauma, arthritis of _ structure, e.g., tuberculosis of the bone, 
varying causes, rheumatoid arthritis or or after alteration in the intervertebral 
osteoarthritis. Subluxations are common,’ discs. These discs are avascular and too 
because the plane of the apophyseal joints inert to be attacked by infections and 
is practically horizontal here. neoplasms, and alteration here is usually 
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VOLUNTARY NERVOUS SYSTEM 


Fig. 2.— 
A.—Afferent Nerve. 
B.—Connective Nerve. 
C.—Efferent Nerve. 
Ant. R.—Anterior Nerve Root. 
Sp. N.—Spinal Nerve. 

Dotted Line—Afferent fibre 


directly or indirectly produced by trauma. 

A sprain is a subcutaneous traumatic 
injury of the soft parts connected with a 
joint, accompanied by swelling. A strain 
is a sprain without swelling. Edema, effu- 
sion or hemorrhage alters the tissue den- 
sity, which is clearly apparent in the roent- 
genogram. Sprains of the cervical portion 
of the spine are common, because of the 
mobility of the vertebral column in this 
region. 

All biologic reactions proceed in one of 
two ways: they are either reversible or 
irreversible. In the first instance the 
tissue returns to its original state, or, in 
legal language, to the status quo ante, 
while otherwise the tissue involved is 
altered irrevocably from what it was be- 
fore the insult. There are, however, dif- 
ferent degrees of healing in the irrever- 
sible state. 

The commonest causes of traumatic dis- 
locations of the cervical vertebrae are 
motor accidents, crash landings, direct 
blows to the top of the head or forehead, 
as in diving, in a fall from a horse, or 
a severe fall on the buttocks—down a 
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INVOLUNTARY NERVOUS SYSTEM 


bat, Horn 
_---Posterior Root Ganglion 


Primar 
Division of 8p.W. 


(Involuntary Nervous System) with 

Nutrient Cell in posterior Root Ganglion. 
Lat. Horn—Lateral Horn 
C. F.—Connector Fibre for 

Sympathetic System. 

S. G.—Sympathetic Ganglion 
E. F.—Excitor Fibres of Sympathetic 
System. 


staircase or through stairs or an escalator. 
When predisposing causes are present that 
produce laxity of the ligaments, minimal 
trauma may produce dislocation of the 
cervical portion of the spine. Such acci- 
dents may occur in the presence of ordi- 
nary respiratory infections, alcoholism, 
pregnancy and the prodromal stages of the 
exanthemas, such as measles and chick- 
enpox. 

Trauma may produce changes that are 
roentgenographically latent for varying 
periods. Follow-up roentgen studies are 
always indicated, because pressure absorp- 
tion and erosion of the injured interver- 
tebral structures may take place after- 
ward.* 

Trauma may affect several areas at one 
time. The lower part of the back may be 
injured, and head injuries may concur- 
rently involve the cervical portion of the 
spine. 

At birth the spinal cord extends to 
about the third lumbar vertebra. With 
adulthood the spinal cord and emergent 
nerves reach a length that does not alter. 
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The emergent nerves are bound to the 
intervertebral foramens. Not infrequently, 
owing to a pathologic process and/or 
a physiologic one, such as aging, there is 
shortening of the vertebral column; a 
wrinkling of the nerve is produced, leading 
to a chronic condition of irritation that 
may be progressive, with compression and 
fibrosis. The cervical nerves fit the foza- 


mens rather snugly from front to back 
but have somewhat more room in a verti- 
cal diameter. 


In most subluxations, the 
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articular process of the vertebra above 
slides forward and falls down upon the 
pedicle of the vertebra below, resting in 
the intervertebral foramen and thus pro- 
ducing nerve compression and pain. 

The. roentgen diagnosis of cervical dis- 
placements of the spine requires the ut- 
most attention to detail and demands so 
much time, effort and expense that many 
plans for screening have been worked out 
to decide which cases should be subjected 
to full scrutiny. One such method has 
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Fig. 3.—A. Fibers in Posterior Root and Ganglion. a & b—Proprioceptive and Touch (some tvpes). 
ce & d—Kinaesthetic, e. g., Muscle Tone, Equilibrium, Coordination. e & f—Pain, Temperature and 
Touch. B. Nerve Pathways. 1. V.S.—Vestibulo-Spinal Tract. 2. Tracts of Goll and Burdach. 3. Flech- 


sig’s Tract or Post. Spinal Cerebellar. 4. Spino-Thalamic Tracts, Lateral and Anterior. 5. Gower’s 
Tract or Anterior Spinal Cerebral Tract. 
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been described by Deutsch. Other methods 
have been worked out by George and 
Leonard and by Blaine, Jacobson and 
Grandy (New York; Mt. Sinai Hospital 
Group). 

Symptoms of chronic complaints refer- 
able to the neck may be due to alteration 
of the usual physiologic curves but in 
all instances the area that should be 
studied most carefully is that behind the 
body, about the apophyseal joints and 
the intervertebral foramens, where osteo- 
phyte formation may occur. (Lower 
penetration, i.e., fewer kilovolts, may be 
used to great advantage for full demon- 
stration of these osteophytes (see table, 
Notes on Roentgenographic Technics) .) In 
the lumbar portion of the spine, such for- 
mations have been referred to as “sciatic 
hooks.” In the cervical portion, the inter- 
vertebral disc spaces increase in size from 
above downward, while the intervertebral 
foramens diminish from above downward. 


(This progressive diminution in size of 
the intervertebral foramens also occurs in 
the lumbar region.) 

The consequences of injuries to the neck 
are pain (this includes headache), muscle 


spasm and limitation of motion. While 
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the first cannot be demonstrated roent- 
genographically, the latter two can. (These 
two are evidences of functional disturb- 
ance, and their causes should be sought.) 
In addition, not infrequently, ocular and 
vestibular disturbances appear. 

In order to clarify the relation of signs 
to symptoms, a short neuro-anatomic 
synopsis is here given: 

There are eight cervical nerves, and 
these divide into two rami, anterior and 
posterior. Essentially, the first four nerves 
are distributed to and supply the neck, 
part of the head, part of the face and the 
posterior portions of the shoulders, whil? 
the lower four cervical nerves, through 
the brachial plexus, supply the hands, 
the forearms, the arms, the lateral chest 
wall and, to a less extent, the anterior 
chest wall and the shoulders, 

- The sensory impulses! in the peripheral 
nerves are carried partly in the so-called 
motor nerves and partly in the cutaneous 
sensory nerves. The term “motor nerves” 
is a misnomer, as Sherrington showed that 
40 per cent of the fibers are afferent and 
originate in the sensory ganglion of the 
spinal cord. Motor nerves might better 
be called “muscle nerves.”’ These nerves 
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carry the impulses of deep sensibility, 
which enable the following sensations to 
be appreciated: (a) pressure; (b) aware- 
ness of the position of the part, and (c) 
movements passively imposed upon a part. 
Excess pressure produces aching pain. 
The cutaneous sensory nerves carry 
impulses of superficial sensibility from 
their end organs in the skin. These sensa- 
tions include pain, touch, temperature and 
tactile localization and discrimination. 
There are both crossed and uncrossed 
sensory pathways in the spinal cord. Sen- 
sations of pain, temperature and part of 
touch cross immediately over and ascend 
in the contralateral spinothalamic tracts, 
while the fibers that convey deep muscular 
and tendon sensibility, vibration and some 
touch ascend to the ipsilateral side. Ulti- 
mately, all sensory impulses decussate and 
terminate in the contralateral thalamus. 
The “central integrator,” however, is not 
always able to discriminate between the 
side of the body involved and the unin- 
volved side, or to determine the extent of 
involvement. Towne, quoted in Lewin’s 
Fractures and Dislocations, stated: ‘“Neu- 
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rologic examination indicates accurately 
the extent of interruption of the motor and 
sensory impulse.”’ Nevertheless, such inter- 
pretations are extremely difficult, and 
roentgen examination is of great value.' 


The posterior nerve roots contain fibers 
that produce relaxation of the blood ves- 
sels of the skin and skeletal muscles, while 
the sympathetic fibers to the blood ves- 
sels are predominantly vasoconstrictors. 

The pioneer work of Bell and Magendie 
separated the “sensory” and the “motor” 
nerves. It remained for Sherrington to 
demonstrate that, with regard to the fibers 
of touch, temperature and pain, their 
pathways crossed to the contralateral side 
in close relation to the central canal of the 
cord in either the anterior or the posterior 
commissure. In the cervical portion of 
the cord this crossing is increasingly 
oblique, involving four or five segments, 
and Sherrington’s formula explains why 
a unilateral pathologic condition, for 
example, at the sixth or seventh cervical 
level, manifests itself to the patient by 
pain not only at that level but on the oppo- 
site side at the first, second and third cer- 
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vical levels. 

The sympathetic ganglia are formed 
from neuroblasts that migrate from the 
dorsal ganglia and the ventrolateral lam- 
inae of the neural tube. Their segmental 
origin is obscured because of the migra- 
tion of additional neuroblasts. Originally 
these neuroblasts formed collections that 
were dorsolateral to the primitive aortic 
ducts, and these pushed fibers among the 
vessels. This migration occurs not only 
in the trunk but along the courses of the 
cranial nerves. 

The salient anatomic features of the 


Notes on Roentgenographic Technic 


The following factors are used with full wave 

rectified equipment: 

For patient with neck less than 9 em. wide. 
The lateral and oblique studies are done with- 
out a grid. 

6 feet t-f distance 
3/20 second 

200 milliamperes 
64 Kv. 

For patient with neck more than 9 em. in diam- 

eter. 

The lateral and oblique studies are done with 
a grid. 

6 feet t-f distance 

4/10 to 5/10 second 

200 milliamperes 

64 Kv. 

(56 Kv. is used for oblique studies when sci- 
atic hook formation is suspected.) 

The anteroposterior and anteroposterior open- 

mouth studies are made as follows: 

The patient is supine on the table, and the 
Bucky diaphragm is utilized. 

36 inches t-f distance 

1 second 

50 milliamperes 

64 Kv. 

In the obiique studies, the patient faces the 
casettes and twists his head so that his chin 
approaches the shoulder. With this maneuver, 
when the chin is right, the left-sided joints 
and foramens are better shown, and vice 


versa. 
For the lateral studies: 

In neutral, the patient stands in the anatomic 
position and is asked to push his shoulders 
down. 

In extension, he bends his head and neck 
backward. 

In flexion, he bends his head and neck for- 
ward. 

The patient is not to be aided in carrying out 
these movements, as the studies are con- 
cerned with dynamics as well as statics."# 
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sympathetic nervous system in the neck 
and head are as follows: The cervical por- 
tion of the sympathetic trunk consists of 
three ganglions connected by intervening 
cords; the cephalic portion is the prolonga- 
tion of the superior cervical ganglion. 

Each division of the trigeminal nerve is 
associated with a sympathetic ganglion; 
the ophthalmic with the ciliary, the maxil- 
lary with the sphenopalatine and the man- 
dibular with the otic and the submaxillary. 
In a sense, these sympathetic ganglia may 
be regarded as homologous with the poste- 
rior root ganglia of the spinal cord. Most 
of the fibers of the trigeminal nerve pass 
through the sympathetic ganglia without 
ending. (Of interest is the intimate con- 
nection, both anatomically and function- 
ally, of this nerve with branches of the 
upper cervical nerves and, in particular, 
with the greater auricular nerve of the 
second cervical level, which is a posterior 
branch and not part of the cervical plexus. 
This is another example of a common 
embryonic origin.) 

These sympathetic ganglia are more in- 
timately related to other members of the 
cranial autonomic system, e.g., the oculo- 
motor. Because of these connections, 
ocular disturbances may occur. Vertigo 
may be explained by the connections of 
the otic ganglion or, more probably, the 
tonic neck reflexes via the vestibulospinal 
tract. Corollary to this is the observation 
that anesthesia of the sphenopalatine and 
the stellate ganglia is successful in the 
treatment of pain in the neck and shoulder. 


The cervical sympathetic receives no 
white rami communicantes from the cer- 
vical spinal nerves. Its spinal fibers are 
derived from the white rami of the upper 
thoracic ganglia of the sympathetic trunk, 
through which they ascend into the neck. 
The spinal component consists of pre- 
ganglionic and visceral fibers. The. cer- 
vical trunk does contain some postgan- 
glionic fibers. These sympathetic nerves 
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supply the regional viscera and blood ves- 
sels. Sympathetic system connections of 
considerable clinical interest are those 
which go (1) to the eye, along the internal 
carotid artery; (2) to the ear, along the 
caroticotympanic artery; (3) to the nose, 
via the sphenopalatine foramen; (4) to 
the face, along the external carotid A. 
artery; (5) to the brain, along the ver- 
tebral, basilar and internal carotid arter- 
ies, and (6) to the skin of the head, face 
and neck with branches of the cervical 
nerves and plexus. 

Interesting features of the cranial auto- 
nomic system include the following points: 

1. The nuclei of origin of the fifth and 
eleventh nerves, the trigeminal and spinal 
accessory, are partly spinal and closely 
related to the upper cervical nerves. 

2. About the cavernous sinus, cranial 
nerves (the first to the sixth, inclusive) 
intermingle with fibers from the sympa- 
thetics. 

3. The hypoglossal nerve (the twelfth) 
intermingles with the first and second cer- 
vical nerves, the sympathetic system, the 
lingual branch of the seventh nerve and 
the ninth and tenth cranial nerves. 

Dilation or contraction of the sensitive 
vascular channels stimulates the nerve 
endings, producing pain and headache.® 
Injuries to the ligaments and capsules can 
produce stimulation of the postganglionic 
fibers of the cervical sympathetic system, 
with referred pain confusing the clinical 
picture. (Involvement of this system 
offers an opportunity for additional 
therapeutic procedures for the relief of 
pain.) 

Symptoms of diseases of the cervical 
portion of the spine are due not merely 
to the nature of the pathologic process 
but to the involvement of different parts 
of the vertebra. The following points are 
to be noted: 1. The cancellous bone of the 
body fractures much more readily and 
frequently than does the compact bone of 
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the posterior segment. 2. Disease of the 
apophyseal joints is a common cause of 
symptoms, since (a) their mobility and 
plane of articulation predisposes them to 
luxation; (b) the relations of the vertebral 
vessels and the sympathetic nerves about 
them is readily altered. 3. Limitation of 
motion is more pronounced with apophy- 
seal joint disease than with disc degenera- 
tive disease. 4. Not only is the spinal 
cord enlarged in the cervical region, the 
nerve roots are enlarged also. These are 
so thick that they almost completely fill the 
intervertebral foramens. ‘Sciatic hook” 
formation is therefore bound to be sig- 
nificant. 

In the thoracic portion of the spine, 
where motion at the apophyseal joints is 
limited and the nerve roots thin, few, if 
any, symptoms can be attributed to similar 
roentgenographic signs. The full clinical 
picture requires the assessment of func- 
tion as well as of structure. 

The origins of some types of black-out 
spells, migraine, and post-traumatic head- 
ache, as well as pain and disability in the 
shoulder and the upper extremity, ocular 
and vestibular disturbances, may be roent- 
genographically demonstrable in the cer- 
vical portion of the spine. Chronicity of 
complaints may be due to incomplete re- 
pair, adhesions, chronic inflammation and 
subluxations or nerve involvement. 


Author’s Note: I am indebted to my teacher 
and especially Donald Mainland, M.D., Ch.B.D.Sc., 
ete., formerly Professor of Anatomy at Dalhousie 
University, and author of Anatomy for Medical 
Students, etc. and Medical Statistics, whose 
notes I still possess and use; Professor F. R. 
Hayes, under whom I studied comparative verte- 
brate anatomy, and was introduced to such texts 
as Sir Arthur Keith’s Human Embryology and 
Morphology, and to the members of the Depart- 
ment of Roentgenology and Radiology of the New 
York Polyclinic Hospital in 1942 for encouraging 
me to proceed with my investigations. 


RESUMEN 


1. Se presenta un estudio de la columna 
cervical bajo los puntos de vista de la 
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embriologia, anatomia, fisiologia, anatomia 
topografica y patologia, puesto que la 
mayor valoracion de los datos del radio- 
diagnéstico se apoya en conocer los funda- 
mentos de estas materias. 

2. Se estudian las bases necesarias de 
neuroanatomia, junto con la distribucién 
de los plexos cervicales, la cadena sim- 
patica y el parasimpatico craneal. 

3. Se cita tambien la Formula de Sher- 
rington, que explica algunas formas ner- 
viosas. 

4. Se estudia tambien la posibilidad de 
la patogénesis que explique las cefalgias 
postraumaticas. 

5. Y finalmente se subraya y se explica 
la importancia de un estudio radiolégico 
completo y adecuado de la columna cer- 
vical, con sus técnicas correspondientes. 


ZUSAM MENFASSUNG 


Die Rontgenbefunde der Halswirbel- 
saule kénnen nur dann volle diagnostische 
Auswertung finden, wenn man _ grund- 
legend mit der Embryologie, Physiologie, 
Neurologie, Anatomie und _ Pathologie 
dieses K6rperabschnittes vertraut ist. Aus 
diesem Grunde gibt der Verfasser in seiner 
Arbeit 

1. einen Uberblick iiber die Anatomie 
usw. der Halswirbelsaule, 

2. die notwendigen neuroanatomischen 
Grundlagen einschliesslich der Verteilung 
der Halsnerven, der sympathischen Nerven 
und der autonomen Hirnnerven, 

3. die Sherringtonsche Formel zur Er- 
klarung gewisser Nervenverzweigungen, 

4, eine wahrscheinliche Erklarung der 
Pathogenese posttraumatischer K opf - 
schmerzen und 

5. einen Hinweis auf die Wichtigkeit 
einer vollstandigen und sorgfaltig ausge- 
fiihrten Réntgenuntersuchung der Hals- 
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wirbelsaule einschliesslich Angaben iiber 
die Technik. 


RESUME 


Les diagnostics radiologiques exigent de 
solides connaissances embroyologiques, 
physiologiques et neurologiques, ainsi 
qu’anatomiques et pathologiques régiona- 
les. L’auteur présente: 

1. une étude sur la colonne cervicale; 


2. une analyse de quelques notions de 
neuro-anatomie, avec rappel de la distri- 
bution des nerfs cervicaux, sympathiques 
et craniens autonomes; 


3. une description de la formule de Sher- 
rington, expliquant certains schémas ner- 
veux; 


4. une étude sur la pathogénese des 
mauxode téte post-traumatiques. 


5. L’auteur termine en insistant sur 
importance d’examens radiologiques com- 
plets de la colonne cervicale, et donne a 
ce sujet quelques indications techniques. 


RIASSUNTO 


L’interpretazione corretta dei dati radio- 
logici richiede una conoscenza completa 
dell’embriologia, della fisiologia, della 
neuropatologia, dell’anatomia e dell’ana- 
tomia patologica, 

L’autore, pertanto, fornisce (1) una 
descrizione anatomica della colonna ver- 
tebrale; (2) gli elementi fondamentali 
dell’anatomia neurologica, fra cui la distri- 
buzione dei nervi autonomi cervicali e 
cranici; (3) la formula di Sherrington per 
interpretare alcune distribuzioni nervose; 
(4) la presumibile patogenesi della ce falea 
post-traumatica; (5) la tecnica per ese- 
guire una completa e corretta indagine 
radiologica della colonna vertebrale. 
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Orthopedic Surgery 


Flat Foot 


W. H. GERVIS, F.R.C.S., F.1.C.S. 


TUNBRIDGE WELLS, ENGLAND 


HE first stage of the deformity of pes 
plano valgus, or flat foot, does not 
result from the collapse of an arch. 
On the contrary, the foot leans over to 
become an archlike structure, which it was 
not before. 
These observations were made with a 
special stool having a glass top and a mir- 


Read at the First Congress of the European Federation, 
International College of Surgeons, Brussels, May 15-18, 1958. 
Submitted for publication Oct. 17, 1958. 


The observations presented by the 
author were made by means of a 
special stool, with a glass top and 
a mirror beneath. By means of this 
stool it is possible to observe that 
the deformity results from a medial 
rotation of the talus, for when the 
patient corrects that medial rotation 
the valgus deformity of the ankles 
is corrected, and at the same time 
the footprint becomes normal, with 
the lateral border bearing weight. 
On allowing the patient to let the 
medial rotation recur, it can be ob- 
served that the rotation of the talus 
carries the body weight to the medial 
side and the foot leans over to the 
medial side, with the result that the 
lateral border ceases to be weight- 
bearing. 

Thus the current idea that flat foot 
is due to the collapse of an arch is 
incorrect. 


ror beneath, by means of which it is pos- 
sible to see the foot and the footprint at 
the same time. 

Figure 1A illustrates a typical case of 
flat foot. It can be seen that the caleaneum 
is leaning over to the medial side. 

Note the footprint visible in the mir- 
ror and observe that the lateral border 
of the foot is not weight-bearing; only 
the heel and the metatarsal heads bear 
weight. Such a footprint is usually illus- 
trated in the textbooks as that of pes 
cavus, and it may occur with that condi- 
tion. I have now confirmed my impression 
that it has occurred in the first stage of 
pes plano valgus in well over a thousand 
cases. 

Figure 1B is the anterior view of the 
same patient. Note the similar footprint 
and the valgus appearance of the ankles. 

The knees must always be included in 
routine examination of the feet. In this 
case, as in a large proportion, the patellae 
are pointing medially. Thus the legs and, 
therefore, the talus are rotated medially. 
In my opinion the rotation of the talus is 
the cause of the deformity, for when it is 
corrected the deformity disappears. 

Figure 1C shows the same child stand- 
ing, with medial rotation of the legs cor- 
rected. The patellae now point forward in 
the direction of the feet; the ankles no 
longer have the valgus appearance, and 
the footprint is normal, with the lateral 
border bearing weight. 


> 


VOL. 31, NO. 1 


Figure 1D is a posterior view. The pa- 
tient is standing, with the medial rotation 
corrected, showing the same features, with 
the caleaneum no longer leaning over. 

Figure 2, A and B, is a radiograph of 
the same patient standing (A) in the cor- 
rected position as in Figure 1C, and (B) 
in the uncorrected position as in Figure 
1B, showing medial rotation of the talus. 

Figure 2C represents an example of fiat 
foot resulting from out-toeing. The pa- 
tellae are pointing forward, but the feet 
point outward. Thus the talus is rotated 
medially, in relation to the foot. 

The patient’s ankles exhibit the usual 
valgus appearance. The typical first-stage 
footprint is evident. The lateral border 
does not bear weight. On correction of 


the out-toeing and therefore the rotation 
of talus, the deformity is corrected and 
the footprint becomes normal (Fig. 2D). 

Figure 3A is the posterior view of the 
same patient standing, corrected, showing 


the same features. 
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Figure 3B is the posterior view of the 
same patient, out-toeing again, thus show- 
ing the severe deformity that had been 
corrected. 

This position of the foot is not stable, 
for the foot is leaning over to the medial 
side, and more weight is thrown on the 
first metatarsal. Asa result the ligaments 
may slowly stretch, allowing the first 
metatarsal to become dorsiflexed, and thus 
in time the lateral border of the foot will 
once again bear weight. 

Fig. 3C shows such a case, with the legs 
rotated medially and an obvious plano val- 
gus deformity. The footprint, however, 
resembles the normal, with the lateral 
border bearing weight. 

I call such a footprint, in cases of this 
deformity, Stage 2. If the deformity re- 
mains untreated, further dorsiflexion of 
the first metatarsal may occur, resulting in 
weight-bearing by a broader area of the 
sole, until finally Stage 4 is reached, with 
the classic footprint of the flat-footed. 
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There are some who cast the blame on 
hypermobility of the first metatarsal as 
the cause of the deformity. These obser- 
vations of the foot from beneath, however, 
surely suggest that the primary deformity 
is rotation of the talus, which throws in- 
creased weight on the first metatarsal. 
Hypermobility and dorsiflexion are second- 
ary to this. 

Weak muscles are also blamed for this 
deformity. If one considers the action of 
muscles in standing, however, there is no 
evidence to support such a theory. 

In normal standing Nature does not 
waste muscle tone, but utilizes balance. 
One stands with the knees just hyperex- 
tended and the quadriceps relaxed. This 
fact is known to every schoolboy, for a 
sharp tap behind the knee of an unsuspect- 
ing person will cause him to fall. 


The same principle applies to the foot. 
The lateral border of the foot is bearing 
weight, so the fifth metatarsal is resting 
on the floor, with the cuboid resting on its 
base. The articular surface on the cuboid 
for the lateral cuneiform is not on the 
medial surface, as some books state, but 
more nearly on the superior surface. Thus 
the cuneiforms are resting on the cuboid. 
Taking the foot as a whole, one bone is 
resting upon another, and it will balance 
thus, rather like a rough wall. until the 
balance is upset by rotation of the talus. 

In the cases illustrated, rotation of the 
talus was due to an error of posture, for 
correction of the posture also corrected the 
deformity. One of the factors causing this 
error of posture can be surmised if one 
studies the development of posture. A 
baby learning to walk and stand will con- 
stantly rise on its toes. This action is so 
often repeated that, in addition to the 
childish love of movement, there is surely 
also an attempt on the part of the child to 
learn the proper way to balance. This 


activity is soon prevented by stiff shoes 
in which the child is unable to rise on his 
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toes, so he gives up the unequal struggle 
and just plods. 

If one watches schoolchildren who have 
this deformity, one can see that they just 
plod, and as a result stand badly, some 
twisting their legs in, some turning their 
feet out. 

In addition to these postural causes of 
medial rotation of the talus, there is an 
anatomic one, namely, medial torsion of 
the tibia. In this condition there is a twist 
in the shafts of the tibias, so that the feet 
are set pointing in and the child is pigeon- 
toed. If such a child stands with his feet 
parallel, the talus is rotated medially by 
the twist of the tibia; this results in pes 
plano valgus, which is often severe. 

Diagnosis is made easier by means of 
the stool. 

The toddler shown in Figure 3D has an 
obvious severe plano valgus deformity of 
the right foot, and the footprint is in 
Stage 4, the whole sole being weight-bear- 
ing. There is no medial rotation of leg or 
out-toeing, however, for the patella points 
in the direction of the foot. The left foot 
is being held in the in-toeing position, 
which points the foot in the direction of 
the talus. It can be seen that the de- 
formity has been corrected, and the foot- 
print is normal, 

Treatment is not difficult with children 
of this age. Night splints of the Dennis 
Browne hobble type are worn for three to 
six months. The feet must be turned out; 
the bar must not be too long and must be 
bent to invert the foot, so that the lateral 
rotation is exerted on the ankle rather 
than the foot. By day the child must have 
opportunity to play barefoot in order to 
develop foot action and balance. 

Treatment of Flat Foot—Treatment can 
be effective only if it controls the medial 
rotation of the talus. 

No form of arch support, wedged heel 
or built-up shoe can correct the medial 
rotation of legs. All forms of support in- 
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crease the weight of the shoe and make it 
stiffer, thus encouraging a plodding gait 
and out-toeing. As these are both impor- 
tant factors in the causation of this con- 
dition, support can be summed up as not 
only useless but harmful. Parents are 
therefore advised that shoes should be 
light and flexible. 

Treatment in the majority of cases is 
by exercises, but this term needs qualifica- 
tion, for these exercises differ in principle 
and practice from the routine exercises 
for flat foot. The aim is not to build up 
weak muscles by repeated movements, for 
the muscles are not weak. 

The object of the exercises is to teach 
the child to correct the deformity and to 
stand in a position of proper balance al- 
ways. Many of the routine exercises fail 
to correct the deformity. 

The children are also taught to walk 
properly, that is, rising on the toes of the 
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Fig. 2. 


carrying leg as the aftercoming leg moves 
forward. The feet must be parallel, of 
course. This type of gait is beneficial, be- 
cause the natural pull of the muscles in 
rising on the toes will tend to correct the 
rotation of the legs and also the deformity. 
A child who is walking, with the foot in 
active use, is therefore more likely to be 
in the corrected position when he stands, 

The routine at a class is ‘as follows: 
Every child is taught to stand, with the 
feet not turned out and the medial rota- 
tion of the legs corrected, i.e., with the 
patellae pointing forward in the direction 
of the feet. The toes must be relaxed and 
the metatarsal heads on the ground. The 
general posture must also be supervised. 
Some children will need a little manual 
assistance at first to help them correct the 
medial rotation. 

It must be impressed on them that this 
is the way in which they are to stand al- 
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ways, and it can be added that they will 
get less tired standing thus, in a position 
of proper balance, than they would other- 
wise. 


The children are then taught to walk, 
but again this is not taught as an exercise 
but as the proper way of walking. The 
rising on the toes must not be exaggerated, 
but a good active gait must be taught, one 
that the children can use in going about 
the town. When they stop walking, every 
child must be observed to make certain 
that he is standing correctly. 


The monotony can be varied with games 
requiring agility, balance and spring ac- 
tion on the feet. These should be sud- 
denly stopped at intervals to see that every 
child is standing correctly. Then walk 
again, and so on until proper walking 
and proper standing become habitual. 
Most children can be taught this in a very 
few months. They must all be seen again 
after three months, for a number will for- 
get and require a refresher course. 


JANUARY, 1959 


Treatment of Infants: Children under 
5 years of age are too young to be taught 
in classes how to stand or walk. If they 


have opportunity to play barefoot, how- 
ever, many will teach themselves. 


Long-Standing Deformity: In cases of 
severe long-standing deformity the child 
is unable to correct it, and exercises would 
be of no avail. 

The deformity must therefore be cor- 
rected, with the child under an anesthetic 
if necessary, and held corrected in a plas- 
ter cast. The child walks in the cast for 
six weeks, thus jearning correct balance 
on the foot, and then attends classes for 
the exercises outlined, 


RESUME 


Au premier stade, le poids du corps ne 
repose que sur le talon et les tétes métatar- 
siennes; l’empreinte du pied reproduit 
l’image d’un pes cavus. 
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L’opinion selon laquelle le pied plat est 
da a un affaissement de la voute n’est pas 


fondée. L’auteur a fait de nombreuses 
observations a l’aide d’une sorte de selle 
spéciale 4 miroirs, permettant de constater 
que la déformation résulte d’une rotation 
médiane de I|’astragale, qui ne saurait étre 
corrigée ni par des supports plantaires ni 
par des chaussures orthopédiques. Dans 


the escape of Napoleon from Elba: 


This announcement is taken from the Moniteur of France, in March, 1815, on 
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les cas simples des exercices spéciaux don- 
nent de bons résultats. Dans certains cas 
la rotation peut provenir d’une torsin ti- 
biale médiane, a traiter en conséquence. 
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First announcement.—“The monster has escaped from the piace of his banish- 


ment; and he has run away from Elba.” 


2nd. “The Coriscan dragoon, (UVogre) has landed at Cape Juan.” 


3rd. “The tiger has shown himself at Gap. The troops are advancing on all sides 
to arrest his progress. He will conclude his miserable adventure by becoming a 


wanderer among the mountains; he cannot possibly escape.” 


4th. The monster has really advanced as far as Grenoble, we know not to what 


treachery to ascribe it.” 


5th. The tyrant is actually at Lyons. Fear and terror seized all at his appearance.” 


6th. The usurper has ventured to approach the capital to within sixty hours’ 


march.” 


reach Paris.” 


7th. “Bonaparte is advancing by forced marches; but it is impossible he can 


8th. “Napoleon will arrive under the walls of Paris tomorrow.” 


Oth. “The Emperor Napoleon is at Fontainebleau.” 


10th. “Yesterday evening his Majesty the Emperor made his public entry, and 
arrived at the Tuilleries—nothing can exceed the universal joy!”(From Language 


F.1.0.S. (Hon.) 


Habits in Human Affairs by Irving J. Lee.) 
—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), 
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Thoracic Surgery 


Coexistence of Pulmonary Carcinoma and 


Active Tuberculosis of the Lung 


H. MOBARHAN, M.D., F.I.C.S.* 
ONEONTA, NEW YORK 


pathologic interest for many years. Bayle 
reported the first case in 1810. Particu- 
lar attention has been paid to bronchogenic 
carcinoma involving major bronchi, in 
which the diagnosis is likely to be obvious 


OEXISTENT pulmonary carcinoma 
and active pulmonary tuberculosis 
have been the source of clinical and 
*Resident, Thoracic Surgery, Homer Folks Tuberculosis 


Hospital, Oneonta, New York. 
Submitted for publication April 28, 1958. 


The author reviews the literature 
on the coexistence of bronchogenic 
carcinoma and active pulmonary tu- 
berculosis. 

Cases are presented in which both 
active tuberculosis and bronchcgen- 
ic carcinoma were present, and in 
which the differential diagnosis was 
difficult. 

Tuberculosis of the lungs can be 
treated and cured by drug therapy 
even in the presence of broncho- 
genic carcinoma. 

A case of mesothelioma of the up- 
per part of the right pleural cavity 
and the Pancoast syndrome is re- 
ported. 

Two cases of tuberculosis are pre- 
sented in which the roentgen pic- 
ture simulated carcinoma and the 
condition present proved to be only 
tuberculosis. 

A case of sarcoma of the left up- 
per lobe in a 24-year-old man and 
a case of lipoid pneumonia, simu- 
lated carcinoma and_ tuberculosis 
are reported. 


both clinically and by roentgen ray, but 
not to those peripheral lesions which, by 
roentgen study, cannot be differentiated 
from tuberculosis. 

About one hundred years ago Rokitanski 
expressed the opinion that carcinoma of 
the lung and pulmonary tuberculosis are 
antagonistic, a theory that has been dis- 
proved completely. The occurrence of a 
neoplastic lesion at the site of old tuber- 
culosis, bronchiectasis or a bleb is not a 
sufficient reason to consider the lesion pre- 
malignant. It has also been said, but not 
acceptably, that metaplastic changes of 
mucosal cells from the columnar to the 
squamous type in an old or healed tuber- 
culous cavity predispose to the develop- 
ment of squamous cell carcinoma. In sup- 
port of this theory is the more common 
occurrence of squamous cell carcinoma and 
tuberculosis in the upper lobe, the dif- 
ferential diagnosis of which is quite dif- 
ficult. The presence of calcium in isolated 
lesions does not always mean tuberculosis. 
Malignancy occurs in lesions containing 
calcium. 

Of 5,600 patients admitted for diagnosis 
and treatment to this sanatorium during 
the past twenty-one years, 105 cases of 
carcinoma were detected, in 15 of which 
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A LEADING SURGEON 
RECENTLY PREDICTED: 


the time is rapidly 
approaching, if it is not 
already here, when the 
physician may be held 
CULPABLE if prompt 
and correct resuscitative 
measures are not instituted. 


Birtcher Cardioscope 


A new and superbly engineered 
cardioscope for diagnosis and 
monitoring surgical procedures. 
Both audible and visible signals. 
Separate remote control for oper- 
ation of scope and sce, located in 
another room if desired. 


A collection of reprints from 
medical journals on the subject 
of cardiac arrest and resuscita- 
tion, including a cardiographic 
record of fibrillation, cardiac 
arrest and resuscitation will be 
sent on request. 


is the word for the accident 
of Cardiac Arrest in surgery 


... the tragedy, for patient AND surgeon, 
that begins with ventricular fibrillation when adequate 
emergency equipment is not available. 


NO OPERATING ROOMIS 
COMPLETE WITHOUT THESE 


3 VITAL DEVICES — 


Birtcher Defibrillator Birtcher Heartpacer (TM) 


To stop ventricular fibrillation 
through the application, directly 
to the ventricles of the heart, 
automatically or manually timed 
and strength-controlled electri- 
cal shock. Complete with new 
3-inch concave electrodes. 


For external application in cases 
of cardiac and circulatory arrest 
to re-establish, through automatic 
electric surges, properly paced 
ventricular rhythm — for hours or 
days, as may be required. Indi- 
cated in many emergencies. 
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4371 VALLEY BLVD. * LOS ANGELES 32, CALIF. 


Please send me Cardiac Resuscitation 
reprints and descriptives. 
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the tumor was coexistent with active pul- 
monary tuberculosis. All of the patients 
who had both diseases were male and had 
been heavy smokers for more than twenty- 
five years. 

The reason for the admission of patients 
with carcinoma to a tuberculosis hospital 
was either that the symptoms and roentgen 
data suggested tuberculosis or that lack of 
skill on the part of a bacteriologist in a 
nontuberculosis hospital who included all 
the acid-fast bacilli, which are not patho- 
genic. These bacilli vary in size when 
compared with Mycobacterium tuberculo- 
sis, as they differ in color (in culture) in 
contrast to the colonies of tubercle bacilli, 
which are creamy white. On the other 
hand, they do not produce progressive dis- 
ease in the guinea pig. 

Diagnosis.—There is no pathognomonic 
test to differentiate these two lesions. The 
absence of a positive result from the tuber- 
culin test and the sputum in a patient with 
a suggestive roentgen abnormality is a 
strong indication of carcinoma, and early 
exploratory thoracotomy is of paramount 
importance. 

Bronchoscopic study is of great help in 
detecting the bronchogenic carcinoma, 
which usually involves major bronchi, but 
not in detecting peripheral lesions. 

The appearance of a bulging shadow 
over the fissure in the thoracic roentgen- 
ogram is suggestive of carcinoma, while a 
shadow of tuberculosis usually contracts 
the fissure towards itself. The appearance 
of a notched density (Rigler’s umbilicated 
notch) and changing atelectasis are also 
suggestive of carcinoma. The appearance 
of a new shadow in the roentgenogram 
while other tuberculous shadows have been 
clearing under drug therapy is suggestive 
of carcinoma. A lesion containing calcium 
in which there are laminated layers is 
more likely to be tuberculosis than a 
malignant tumor. 

Clinically it is impossible to differen- 
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tiate early carcinoma from tuberculosis. 
There are many difficulties associated with 
active tuberculosis, because the process of 
the latter disease usually dominates the 
clinical picture and, therefore, malignant 
growth is overlooked. The presence of dull 
pain in the absence of pleural involvement 
and profuse sudden hemoptysis in a lim- 
ited lesion of tuberculosis with an atypical 
roentgen shadow may indicate the presence 
of both diseases, especially if the patient 
is above 40 years of age. 

In explanation of the coexistence of 
tuberculosis of the lung and carcinoma, one 
could offer the following points: 

1. The diseases are associated coinci- 
dentally. 

2. Pulmonary carcinoma activates pre- 
existing healed primary tuberculosis. 

3. Some patients with an old tubercu- 
lous focus in the lung may have this focus 
broken down by a malignant lesion, thus 
liberating tubercle bacilli in the lung. 

4. It is known that in many instances 
bronchogenic carcinoma produces bron- 
chial obstruction resulting in distal atelec- 
tasis, suppuration and finally a nontuber- 
culous cavitation. Such lesions might 
easily have been considered tuberculosis 
before adequate bacteriologic evidence was 
established. 

5. Also bronchial obstruction due to car- 
cinoma and distal abscess formation may 
cause a tuberculous lesion to slough out 
and cannot be detected in autopsy, al- 
though roentgen and bacteriologic studies 
have both indicated the coexistence of the 
two lesions. 

6. Possibly some of the positive signs 
are due to the prolonged stay of the pa- 
tient in a tuberculosis sanatorium, where 
there is maximum exposure to this dis- 
ease. 

7. Cases of coexisting tuberculosis and 
carcinoma have been reported in the litera- 
ture, in which the patients were improved 
clinically by antituberculosis drugs and 
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their sputum after being “positive” for a 
long time, converted to “negative,” yet 
autopsy, later, revealed only malignant 
lesions. 

There are many similarities between 
tuberculosis and carcinoma of the lung. 
Both develop insidiously; both produce 
shadows on the thoracic roentgenogram 
that may be detected during a survey in 
advance of symptoms; and, finally, both, 
in their silent phase, show great similar- 
ity in roentgenographic shadows (Over- 
holt). The incidence of pulmonary car- 
cinoma is increasing; that of tuberculosis 
is decreasing. 

Finally, with the common statement that 
roentgen relapse in patients treated with 
antituberculosis drugs is a common occur- 
rence, we should not forget that in some of 
these cases the lesion may be early carci- 
noma rather than relapsing tuberculosis. 


REPORT OF CASES 


CASE 1.—W. W., a 38-year-old white man, 
was admitted to the hospital on May 138, 1940. 
He had been a heavy smoker for many years. 
For three months he had had grippe-like 
symptoms, malaise, loss of appetite and a pro- 
ductive cough. The sputum was “positive” 
and the temperature about 101 F. The spu- 
tum remained positive by smear throughout 
the hospital stay. The diagnosis on admis- 
sion was tuberculosis of the lungs, with a 
strong suggestion of carcinoma. In Figure 
1A, taken on June 18, there is dense, rather 
uniform clouding, suggesting consolidation. 

This patient underwent 5 bronchoscopic pro- 
cedures, and the last one was reported as re- 
vealing carcinoma. Operation was done on 
November 20 (right pneumonectomy). The 
lesion proved to be bronchogenic carcinoma 
of the upper lobe, with tuberculosis and sup- 
puration. 

The patient died two years after pneumo- 
nectomy. 


CASE 2.—D.L., a 51-year-old white man ad- 
mitted to the hospital on Feb. 14, 1949, had 
a history of two months’ pain in the lower part 
of the back and spine, radiating to the left 
side. There was a history of intermittent pleu- 
risy on the left side during the past five years, 
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but not recently. The patient said that there 
were no night sweats, nocturia, dysuria, he- 
maturia or pyruia at time of admission. The 
sputum contained tubercle bacilli. 

A chest film taken on Jan. 31 had revealed 
minimal tuberculosis at both apices, without 
definite evidence of cavity; pleurisy with ef- 
fusion, on the left, cause undetermined, pos- 
sibly tuberculosis or neoplasm. There was a 
density in the region of the lower portion of 
the left root. Thoraecenesis was done, and 
examination of the pleural fluid disclosed carci- 
nomatous cells. 

A chest film taken on April 13 (Fig. 1B) 
revealed that fluid had apparently reaccumu- 
lated. A bronchoscopic study revealed no patho- 
logic condition in the bronchi on either side, 
including the bronchus of the lower lobe of the 
left lung. The patient died on Jan. 4, 1950, and 
autopsy revealed bronchogenic carcinoma of 
the lower lobe of the left lung, extending to the 
upper lobe. 


CASE 3.—S. K., a 70-year-old white man, was 
admitted to the hospital on July 15, 1952, with 
a’ prolonged history of tuberculosis and posi- 
tive sputum. This patient had also been a 
heavy smoker for many years. He was in very 
poor shape. 

Fig. 1C, taken on June 25, revealed an area 
of pronounced homogeneous density between 
the anterior segment of the third and fifth 
ribs, with a relatively sharp lower border and 
a less well defined, but rounded, upper border. 
On the left side there were signs of honey- 
combing and accentuated markings. The diag- 
nosis was tuberculosis of the lungs, far ad- 
vanced, and possibly malignant disease of the 
lung. 

The patient had a rapid downhill course and 
died on July 22, about a week after admission. 
The homogeneous density seemed to have been 
due to bronchial obstruction because of which 
malignant change was suspected. This was con- 
firmed by the autopsy observation of carci- 
noma in the right lung. 


CASE 4.—F.B., a 67-year-old white man ad- 
mitted to the hospital on July 22, 1952, had 
been a heavy smoker for many years. There 
was a history of cough for many years. The 
patient had lost weight but denied having had 
hemoptysis, pleural pain, etc. Dyspnea had 
been present for 3 months. The sputum was 
positive for tubercle bacilli throughout hospi- 
talization. Dullness anteriorly and posteriorly 
throughout the entire right chest. 

A chest film taken on October 22 (Fig. 1D) 
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revealed haziness throughout the right lung, 
with homogeneous density below the pesterior 
segment of the seventh rib. The roentgen diag- 
nosis was pulmonary suppuration in the right 
lower lobe, probably secondary to bronchial 
obstruction and probably neoplastic. 

Bronchoscopic aspiration revealed carcino- 
matous cells. 

Autopsy later revealed gelatinoid tubercu- 
lous pneumonia of the entire right lower lobe, 
with obstruction of the lower bronchus by tu- 
mor. 
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Fig. 1 (see text). 


CaAsz 5.—J. C., a 65-year-old white man, was 
edmitted to the hospital on March 30, 1953, 
with a long-standing history of tuberculosis 
(almost thirty years). Old roentgenograms re- 
vealed tuberculosis in the right lung. About six 
months prior to this admission, the patient had 
had cough, cold, night sweats and_ blood- 
streaked sputum. The sputum contained tu- 
bercle bacilli. Triple drug therapy was started 
on March 30. 

Fig. 2A, taken on March 15, shows dense 
infiltrate measuring 3 cm. across, rather ho- 
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Fig. 2 (see text). 


mogeneous, with several punched-out radiolu- Needle biopsy of the lung on June 9 revealed 
cent areas suggesting a cavity. The diagnosis definite evidence of malignant tumor invading 
was: suspected tuberculosis of the lungs. the chest wall. 
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The patient’s general condition was very 
poor. The pathologic report on a submitted 
specimen stated that malignant tumor, infil- 
trating the muscle tissue, was present. The 
autopsy report (July 11) read “bronchial car- 
cinoma of the left upper lobe, with abscess 
formation distally and extension to the pleura 
and chest wall, and erosion of ribs.” 


CASE 6.—J. O., a 59-year-old white man ad- 
mitted to the hospital on Aug. 9, 1954, had 
been a heavy smoker for at least forty years. 
There was a history of cough, small amount 
of sputum, thoracic pain, fatique, shortness of 
breath and loss of weight, of short duration. 

This patient had been admitted to another 
hospital with a diagnosis of tuberculosis of the 
lungs and then transferred to us. A chest film 
taken on admission (Fig. 2B) revealed the 
root shadow on the right side to be prominent, 
especially below, toward the lower lobe. The 
left side showed honeycombing in the extreme 
apex. The roentgen diagnosis was tubercu- 
losis of the lungs, moderately advanced, active, 
with a strong suggestion of carcinoma in the 
right lower lobe. 

Autopsy revealed bronchogenic carcinoma of 
the right lung, with local metastases. 


CASE 7.—C. P., a 65-year-old white man, was 
admitted to the hospital on Sept. 28, 1956. He 
had been a heavy smoker for many years. 
There had been loss of weight, poor appetite, 
scanty sputum, shortness of breath and fever 
for two months. The temperature on admission 
was 101 and 104 F. There were enlarged nodes 
in the left and right supraclavicular areas. The 
diagnosis before admission was tuberculosis 
of the lungs, far advanced. The sputum was 
positive for tubercle bacilli but negative for 
carcinomatous cells. Under antituberculosis 
drug therapy the number of bacilli decreased, 
and there were few negative reports later. 

Fig. 2C, taken on September 29, showed a 
large amount of dense infiltration in the upper 
third of the right lung. Above the first inter- 
space there was an irregular radiolucent area 
measuring at least 2.5 by 4 cm. and probably 
representing a cavity. A second radiolucent 
area was present in the second interspace. 
There was marked density overlying the upper 
portion of the root and in the middle half be- 
low the root. There was a large amount of mot- 
tling. The diagnosis was pulmonary tuberculo- 
sis of the lungs, far advanced, of the right up- 
per, middle and lower lobes, with cavities in 
right upper lobe and probably also in the right 
lower lobe. 
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A chest film taken on April 2, 1957, in com- 
parison with previous film, showed clearing 
and construction, especially in the right upper 
third of the right lung, with considerable re- 
duction in the size of the residual cavity above 
the first interspace. 

The patient died on May 20, 1957. The au- 
topsy report was as follows: “Tuberculosis 
right upper lobe, apical segment, and right 
lower lobe. Open cavity in the right lower lobe 
and healed cavity in the left upper lobe. Car- 
cinomas of the right stem bronchus extended 
into the right upper lobe bronchus, with tumor 
lumps in the right upper lobe.” 


CASE 8.—W. S., a 68-year-old white man, was 
admitted to the hospital on May 14, 1957, with 
a history of frequent cough, hemoptyses, a 
temperature of 101.4 F., and loss of weight, of 
recent duration. He was being given antituber- 
culosis drugs. The sputum was positive for tu- 
bercle bacilli. Bronchoscopic study revealed tu- 
mor of the right main bronchus. The patho- 
logic diagnosis was oat cell carcinoma. 

Chest films taken on May 17, 1958, showed 
tuberculosis far advanced of the upper, middle 
and lower lobes of the right lung, with a cav- 
ity in the right upper lobe. 

On July 16 (Fig. 2D) there was exceed- 
ingly marked homogeneous density throughout 
the right hemithorax, with a pronounced me- 
diastinal shift. Apparently the right main 
bronchus was completely blocked by carcinoma. 

A chest film taken September 17 showed a 
marked decrease in homogeneous density 
throughout the right lung. Apparently the 
blockage was removed after a biopsy specimen 
had been taken bronchoscopically. 

A chest film taken on November 19 showed 
further clearing of pleurisy and of the dense 
mottling in the right base. 

Changing atelectasis is a roentgen manifes- 
tation which is a sign of carcinoma. It was 
quite evident in this patient. 


CASE 9.—F. R., a 53-year-old white man, was 
admitted to the hospital on June 3, 1954. He 
had been a heavy smoker for 39 years. There 
were cough and expectoration, positive sputum, 
weakness, hoarseness, poor appetite and loss of 
30 pounds (13.6 Kg.) in weight. 

A chest film taken on admission (Fig. 3A) 
revealed far advanced tuberculosis of the upper 
and lower lobes of both lungs, with cavities in 
both upper lobes and probably in the left lower 
lobe. 

Under antituberculosis drug therapy, the 
patient improved. The sputum became nega- 
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Fig. 3 (see text). 


tive, and a thoracic roentgenogram revealed _nounced clearing of infiltration and shrinking 
clearing. of the cavities in both lungs. Another, taken 
A film taken Dec. 7, 1955, showed pro- on Dec. 4, 1956, showed clearing in both lungs, 
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with pronounced shrinking and virtual disap- 
pearance from view of areas suggesting cavi- 
ties. There was persistent, rather noticeable 
density over the right apical area. This shadow 
showed up very gradually. At first it was not 
easy to determine whether it was a new change 
in cavities or a new shadow. 

A chest film taken on Aug. 6, 1957, showed 
that the original tuberculosis was thoroughly 
cleared up, but the persistent shadow in the 
right upper lobe looked like a uniformly hazy 
area of density. A film taken on September 26, 
an anteroposterior view of the upper right ribs 
(Fig. 3B) showed definite evidence of erosion, 
particularly along the inferior margin of the 
posterior segment of the second rib on the 
right. Change was readily apparent in the 
density of the right upper lobe, which by this 
time was definitely suggestive of malignant 
tumor. 

Bronchoscopic study gave negative results, 
and thoracotomy, performed on October 10, re- 
vealed Pancoast tumor, histologically a meso- 
thelioma, located in the uppermost portion of 
the parietal pleura, involving the visceral pleu- 
ra as well as the parenchyma of the lung, but 
only about 2 or 3 mm. thickness of the lung 
tissue. The tumor had extended over the verte- 
bral borders and seemed inoperable. The pa- 
tient, late in hospitalization, had severe pain 
along the right ulnar nerve, which was defi- 
nitely due to extension of the tumor. This pain 
was relieved 90 per cent by operative crush of 
the right ulnar nerve. At the time of writing 
the patient is still alive and in the hospital. 
Although thoracic roentgenograms were taken 
bimonthly, the disappearance of tuberculous 
shadows and the appearance of the neoplastic 
lesion were intermingled and confused. Sputum 
examinations and exploratory thoracotomy, 
however, revealed that the tuberculous lesions 
were completely healed. 


CASE 10.—G. D., a 46-year-old white man 
admitted to the hospital on Sept. 22, 1955, was 
known to have been a heavy smoker for many 
years. There was a history of “sharp and tear- 
ing” pain in upper right portion of the chest, 
with nightsweats of two months’ duration. The 
sputum was occasionally blood-streaked. The 
patient was afebrile on admission. The sputum 
was strongly positive for tubercle bacilli. Fig. 
38C, taken on September 29, revealed in the 
right lung, above the posterior segment of the 
sixth rib, an area of relatively homogeneous 
density with a rather rounded lower border. 
The diagnosis was tuberculosis of the lungs, 
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with pronounced shrinking and virtual disap- 

Bronchoscopic study revealed no abnormal- 
ity; no tumor cells were detected in the bron- 
chial secretion. On October 6, lobectomy of 
the upper lobe of the right lung and thoraco- 
plasty were performed. 

Even at the time of operation it was difficult 
to differentiate between tuberculosis and car- 
cinoma. The pathologist reported that the spec- 
imen contained only far advanced tubercu- 
losis, with a cavity in the apical segment. No 
carcinoma was detected. 

This case is presented also to show the simi- 
larity of roentgen manifestations of the two 
diseases and the difficulty of differentiation. 
The patient was given antituberculosis drugs 
on admission. Resection was done three weeks 
after admission. A long course of antitubercu- 
losis drug therapy was administered after op- 
eration, and the patient made an uneventful 
recovery. He was transferred back to the Vet- 
erans Administration Hospital from which he 
had come and remained there for about a year. 
In 1956 a bronchial secretion study was done 
there, which revealed bronchogenic carcinoma. 
In addition a roentgen film was suggestive of 
a new lesion in the middle lobe of the right 
lung. They operated on the patient again, re- 
moving the right middle lobe and excising the 
hilar nodes, and the specimen failed to show 
any signs of neoplastic lesion. According to 
the report received from the Veterans Admin- 
istration Hospital, the patient made a fairly 
good recovery and was discharged about six 
months later. 


CASE 11.—G. K., a 53-year-old white man, 
was admitted to the hospital on March 5, 1954. 
He had been a heavy smoker for the past 36 
years and had a history of cough, expectora- 
tion, nightsweats, and persistent fatigue for 
six months, with wheezing of about one year’s 
duration. The sputum was positive for tuber- 
cle bacilli. Fig. 3D, a film taken on February 
11, showed an area of density in the right lung, 
poorly defined above the posterior segment of 
the sixth rib. Within the density there ap- 
peared to be several small radiolucent areas. 
The roentgen diagnosis was tuberculosis of the 
lungs,far advanced, with possible neoplasm. 

The patient was given antituberculosis drug 
therapy and a bronchoscopic study was done, 
which showed some secretion from the bron- 
chus of the right upper lobe. 

A chest film taken on July 19 revealed clear- 
ing of the right lobe in comparison with the 
previous earlier film. 
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This definite clearing of the roentgen mani- 
festation confirmed the diagnosis of tubercu- 
losis. On August 16 a lobectomy was per- 
formed, with extraperiosteal pneumothorax, 
apicolysis and plombage. The only pathologic 
condition revealed was tuberculosis. 

This case is presented to show the roentgen 
similarity between acute tuberculosis and car- 
cinoma of the lung. 


CASE 12.—J. G., a 24-year-old white man, 
was admitted to the hospital on Oct. 3, 1938, 
with a history of cold, as well as blood-stained 
sputum present for a short time. Physical ex- 
amination gave negative results. A roentgeno- 
gram (Fig. 4A) revealed a circumscribed 
shadow close to the hilum of the left lung. 

Thoracotomy revealed a tumor in the upper 
part of the lower lobe. Histologically this 
proved to be sarcoma of the lung. 

The patient died on July 20, 1940, in an- 
other hospital. The diagnosis was: Apparent 
metastasis to the right lung and the larynx. 


CASE 13.—L. M., a 39-year-old white man 
admitted to the hospital on July 1, 1954. He 
was a heavy smoker (one and one-half packs 
daily for the past twenty years). Two months 
prior to admission he had sharp pain in the 
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right upper portion of the chest. This stayed 
localized for several days, eventually involv- 
ing the whole body in a general malaise. 
There were chills, fever, and nightsweats. 
The symptoms subsided. The patient worked 
for two weeks after which the symptoms re- 
appeared. He was extremely weak and had a 
“cigarette’’ cough, with blood-streaked white 
secretion. The sputum was reported negative 
outside this hospital. Owing to the history of 
the patient, the symptoms and the _ blood- 
streaked sputum, he was sent to this sanatori- 
um. Examination of the sputum here gave neg- 
ative results for tubercle bacilli on several oc- 
casions. In the right lung (Fig. 4B, taken on 
June 7), extending in a rather wedge-shaped 
area from the region of the upper portion of 
the root to a point laterally below the clavicle, 
there were exceedingly dense changes, with 
little underlying detail. There was slight prom- 
inence of markings just below this, and the 
impression was gained that the upper portion 
of the root was more dense than normal. The 
diagnosis was pneumonitis, cause undeter- 
mined (differentiation between atypical pneu- 
monia, tuberculosis and neoplasm.) 7 
Bronchoscopic study on July 2, revealed 
bloody secretions coming from the upper lobe 
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of the right lung. The retrograde lens showed 
a granular area in the posterior division of 
this lobe. The lesion was too high for biopsy. 

On the assumption of neoplastic disease, 
thoracotomy was performed on July 8, reveal- 
ing definite adhesions to the parietal pleura. 
It was possible only to remove a piece of tissue 
for biopsy, which showed !ipoid pneumonia. 

A second thoracotomy and lobectomy of the 
right upper lobe were done on July 21. The 
pathologic diagnosis of this specimen was ab- 
scess of the upper lobe of the right lung, with 
lipoid pneumonitis. 

This case is presented because of the rarity 
of this condition, especially in an upper lobe, 
and the difficulty one may encounter in differ- 
entiation by roentgen ray and even by thora- 
cotomy. 


RESUMEN 


E] autor revisa la literatura sobre co- 
existencia de carcinoma broncégenico con 
tuberculosis pulmonar activa. 

Se presentan algunos casos de esta co- 
existencia en los que el diagnéstico dife- 
rencial result6 dificil. 

La tuberculosis pulmonar puede ser tra- 
tada y curada por la terapeutica medica- 
mentosa atin en presencia de un carcinoma 
broncogénico. 

Se cita también un caso de mesotelioma 
de la parte alta de la cavidad pleural 
derecha con un sindrome de Pencoast. Se 
citan dos casos de tuberculosis en los 
cuales la radiografia simulaba un carci- 
noma pero que resultaron ser solamente 
tuberculosis. . 

Por ultimo se hace menci6én de un sar- 
coma del lébulo superior izquierdo en un 
hombre de 24 afios y de un caso de neu- 
monia lipoidea simulando carcinoma y 
tuberculosis. 


RIASSUNTO 


L’Autore ha fatto una rassegna dei casi 
descritti nella Letteratura di carcinoma 
bronchiale associato a tubercolosi polmo- 
nare attiva. Fra i casi descritti ve ne 
sono alecuni in cui la diagnosi differenziale 
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é stata molto difficile. La cura della tuber- 
colosi pud essere continuata con i farmaci 
addati anche in presenza del tumore. 

Viene descritto un mesotelioma della 
cupola pleurica con sindrome di Pancoast; 
in altri. due casi, oltre alla tubercolosi, vi 
erano segni radiologici di tumore coesis- 
tente; tuttavia anche questi segni si 
dimostrarono poi dovuti alla tubercolosi. 

Viene riferito infine un caso di sarcoma 
del lobo superiore sinistro in un uomo di 
24 anni, e una polmonite da lipoidi che 
simulava cancro e tuberculosi. 


ZUSAM MENFASSUNG 


Der Verfasser gibt einen Uberblick iiber 
die Literatur iiber das gleichzeitige Beste- 
hen eines Bronchialkrebses und aktiver 
Lungentuberkulose, 

Es wird iiber Fille berichtet, in denen 
beide Krankheiten bestanden und die Dif- 
ferentialdiagnose schwierig war. 

Die Lungentuberkulose kann auch beim 
gleichzeitigen Bestehen eines Bronchial- 
karzinoms mit Arzneimitteln behandelt 
und zur Heilung gebracht werden. 

Es wird iiber einen Fall von Mesothe- 
liom des oberen Abschnittes der rechten 
Pleurahéhle mit Pancoastschem Syndrom 
berichtet. 

Zwei Fille von Tuberkulose werden be- 
schrieben, bei denen die Réntgenunter- 
suchung ein gleichzeitig bestehendes Kar- 
zinom vermuten liess, tatsichlich jedoch 
nur Tuberkulose vorlag. 

Ferner wird iiber ein Sarkom des linken 
Oberlappens bei einem 24jahrigen Manne 
und iiber einen Fall von Lipoidpneumonie 
berichtet, die einer Kombination von Kar- 
zinom und Tuberkulose ahnelten. 


RESUME 


L’auteur présente une revue de la litté- 
rature sur la co-existence du carcinome 
bronchogéne et de la tuberculose pulmo- 
naire active. 
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Des cas sont décrits dans lesquels se 
trouvent réunies ces deux affections, et ot 
le diagnostic a été malaisé a poser. 

La tuberculose pulmonaire peut étre 
traitée et guérie médicalement, méme en 
présence d’un carcinome bronchogéne. 

Un cas de mésothéliome de la partie su- 
périeure de la cavité pleurale droite et de 
syndrome de Pencoast est présenté, ainsi 
que deux cas de tuberculose dans lesquels 
limage radiologique simulait un carci- 
nome. 

Description d’un cas de sarcome du lobe 
supérieur gauche chez un homme de 24 
ans, et d’un cas de pneumonie lipoide simu- 
lant un carcinome et une tuberculose. 


SUMARIO 


O autor revé a literatura sdébre a coexis- 
téncia de carcinoma broncogénico e tuber- 
culose pulmonar ativa. 
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Casos sao apresentados em que ambos, 
carcinoma broncogénico tuberculose 
ativa ocorreram concomitantemente tor- 
nando o diagnéstico diferencial bastante 
dificil. 

Tuberculose pulmonar pode ser tratada 
e curada com os métodos terapéuticos 
modernos mesmo na presen¢a de carci- 
noma broncogénico. 

O caso de um mesotelioma da parte 
superior da cavidade pleural direita e 
sindrome de Pancoast é apresentado. 

Dois casos de tuberculose sao apresen- 
tados nos quais 0 quadro radiologico simu- 
lava carcinoma e que posteriormente tive- 
ram sua etiologia tuberculosa confirmada. 

Um caso de sarcoma de l6bo superior 
esquerdo em um homem de 24 anos de 
idade e um caso de pneumonia lipoide, 
simulando carcinoma e tuberculose sao 
apresentados. 


Hippocrates had a very keen, observant mind and an extraordinary amount of 
curiosity. He asked his patients all sorts of questions about their families, their 
habits, and their symptoms and made notes on the progress of their illnesses. He 
was the father of medical histories or records of patients and, unlike many of his 
immediate (or even later) followers in the art of healing, he recorded failures as 
well as successes. Many of Hippocrates’ medical records contain descriptions of 
disease so accurate and so exact that we have no difficulty in making a diagnosis 
from his account. Hippocrates knew that patients who had fluid and air in their 
chests gave a splashing sound when they were shaken vigorously; he noted that 
patients with diseases of the chest often had clubbed fingers resembling drumsticks. 


—NMajor 
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Surgery of the Thyroid and Parathyroids 


Carcinoma of the Thyroid 


An Analysis of Sixty-Seven Cases 


CLAUDE R. SWAIN, M.D., F.I.C.S. 
LOS ANGELES, CALIFORNIA 


a deadly disease and must be treated 

as such by the surgeon. It is evident 
from the many conservative approaches 
advocated by some surgeons in the past 
that this fact is neither widely accepted 
nor thoroughly appreciated. This report 
is based upon clinical material in this field 
with which I have been confronted over a 
period of fifteen years. The entire pur- 
pose of the study is to draw attention to 
the fact that carcinoma of the thyroid is 
a dangerous, unpredictable and often mis- 
leading disease. 

In the fifteen-year interval from 1942 
to 1957, 67 microscopically proved carci- 
nomas of the thyroid were operatively 
treated at the Roos-Loos Medical Group. 
During this time approximately 1,500 
operations were performed on the thyroid 
gland, the incidence of carcinoma being 
about 4 per cent. 

A study of the patients revealed that 
age at onset of carcinoma of the thyroid 
varies widely. The youngest patient was 
5 years old and the oldest 70. The average 
age was 42 years. Eleven patients were 
under 20 years of age (Table 1). Fifty- 
one patients, or 76 per cent, were female. 
It is my conviction that any disease that 
so frequently strikes young persons and 
persons in early middle life deserves 


(C's ceaaty ae of the thyroid gland is 


Read at the Twenty-Third Annual Congress of the United 
States and Canadian Sections, held in conjunction with the 
Eleventh Biennial International Congress, International Col- 
lege of Surgeons, Los Angeles, March 9-14, 1958. 

Submitted for publication May 5, 1958. 


Carcinoma of the thyroid must be 
regarded in the same manner as is 
carcinoma of any other part of the 
human bedy. 

The minimal operation for carci- 
noma of the thyroid is total thyroid- 
ectomy. 

More aggressive surgical treat- 
ment is necessary if the spread of 
this disease is to be checked. This 
entails block dissection of the sice 
affected and bilateral neck dissec- 
tion if “positive” glands are present. 

Radioactive iodine therapy is a 
useful adjunct in the management 
of this disease, especially when dis- 
tant metastases are present or ap- 
pear later. 

Follow-up of this disease is a long- 
term proposition, and one hesitates 
ever to use the term “cure” in refer- 
ring to carcinoma of the thyroid. 


serious attention and that any treatment 
should be directed toward cure, regardless 
of any deformity that may be the result 
of such treatment. It must be constantly 
kept in mind that those afflicted by this 
disease are, in the majority of instances, 
in the prime of life. 

Of these 67 cases, 15 per cent presented 
clinical findings of true hyperthyroidism 
prior to operation. Despite all former 
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theories, toxicity is certainly no guaran- 
tee that a thyroid neoplasm is benign. 
Thyroid tumors vary widely in their 
pathologic features; this series is no ex- 
ception (table 2). In 34 cases, or more 
than 50 per cent, there were papillary for- 
mations in either an adenocarcinoma or a 
follicular carcinoma. In 24 cases there 
was adenocarcinoma or follicular car- 
cinoma without microscopic evidence of 
papillary formations. Hiirthle cell carci- 
noma was observed in 5 cases, an incidence 
of 7.5 per cent. This is higher than pre- 
vious reports have indicated. Vascular 
invasion was reported on microscopic 
study in 15 per cent of the cases studied. 
During the past ten years the literature 
has contained numerous reports stating 
that papillary carcinoma of the thyroid 
behaves in a more benign manner than 
does carcinoma of the thyroid in which 
papillary formations are not present. 
Purely on the basis of my experience from 
the cases presented here, this is not the 
case. It has been my experience that 
papillary carcinoma of the thyroid will 
metastasize to distant sites, invade locally 
and disable or kill the patient just as effec- 
tively as does any other carcinoma. As 
for vascular invasion frequently described 
in the literature as a “hopeless” sign, 
indicating a case in which distant metasta- 
sis via venous channels is almost certain, 
I disagree. Of the 11 cases in this study 
in which vascular invasion had occurred 
prior to operation, there was only 1 in 
which distant metastases have developed. 
It is unfortunate that there are no symp- 
toms of carcinoma of the thyroid. Ma- 


TABLE 1.—Age and Sex 


Total no. of cases—67 
Average age—42 years 
11 patients under 20 
Youngest age, 5 Oldest age, 79 
Female patients—51 (76%) 
11 patients, or about 15%, showed true 
hyperthyroidism preoperatively 
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TABLE 2.—Pathologic Picture 


Type No. of cases % 
Papillary 
Adenocarcinoma 27) 
Follicular carcinoma 
50.7 
Adenocarcinoma 
(without papillary formations) 15 22.4 
Follicular carcinoma 
(without papillary formations) 10 14.9 
Hiirthle cell carcinoma 5 7.5 
Sclerosing carcinoma 2 3.0 
Squamous cell carcinoma i 1.5 
Total 67 100 


Vascular invasion present in 11 cases, or 15%. 


lignancy may be present in a diffuse 
hypertrophy of the gland associated with 
hyperthyroidism. Carcinoma can be pres- 
ent in a multinodular goiter in a single 
nodule or may even present itself first as 
a metastatic lesion in the lateral neck. In 
twenty-six cases in this series, the initial 
finding was a solitary nodule. It is cer- 
tainly recognized that a solitary nodule 
of the thyroid gland, especially in those 
under twenty years of age, is suspicious 
of carcinoma. However, when we consider 
that forty-one cases in this series did not 
present a single nodule but presented 
either as a multinodular goiter involving 
one or both lobes or as a diffuse infiltration 
of the entire gland, one is led to believe 
that all enlargements of the thyroid gland 
must be considered as carcinoma until 
proven otherwise. The true nature of 
thyroid neoplasms can only be determined 
by surgical removal and microscopic 
examination. 


It should be emphasized that clinical 
examination of the thyroid gland by pal- 
pation is at best unreliable. In over 26 
per cent of the cases studied, nodules in 
the contralateral lobe not found by the 
examiner were discovered at the time of 
surgery. This unreliability extends to 
palpation in the lateral neck. In nearly 
25 per cent of our cases, grossly involved 
lymph nodes were found at surgery which 
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had gone undetected by the examining 
fingers. This fact alone should make one 
pause and reflect when one informs the pa- 
tient that there is no evidence of spread 
of the disease. 


The types of operation performed are 
shown in Table 4. With each passing year 
I have become more convinced that ag- 
gressive surgical treatment is necessary. 
In the light of present knowledge, lobec- 
tomy only is an inadequate operation for 
cancer of the thyroid. Those cases in which 
lobectomy was performed were either done 
in our earlier years or were cases in which 
the patient -refused further surgery. 
Eighty-two per cent of my patients were 
subjected to total thyroidectomy with or 
without radical neck dissection. Total 
thyroidectomy is the minimal operation 
for carcinoma of the thyroid. In this 
study, 25 per cent of patients so operated 
showed carcinoma in the contralateral 
lobe. It is noteworthy that in seven cases, 
the operating surgeon performed a lobec- 
tomy and reported that the contralateral 
lobe was entirely normal to palpation. 
After a positive diagnosis of carcinoma 
had been established by histologic exam- 
ination the patient was subjected to total 
thyroidectomy. In each instance a focus 
of carcinoma was found in the lobe pre- 
viously deemed normal by the surgeon. 
Total thyroidectomy should, in our opin- 
ion, include the removal of the sternothy- 
roid and sternothyoid muscles, extending 
laterally to the jugular vein and carotid 
artery and inferiorly to the retrosternal 
space. This wide dissection is necessary 
since lymph nodes often lie in the areolar 
tissue above the superior and inferior 
thyroid arteries and in the retrosternal 
space. 


Since experience has taught us that car- 
cinoma of the thyroid cannot be dealt with 
any differently than carcinoma of the 
breast or of the colon, we do not consider 
total thyroidectomy a curative procedure. 
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TABLE 3.—Location of Tumor 


Location No. of cases % 
One lobe 34 50.7 
Both lobes 16 23.9 
Isthmus chiefly 11 16.4 
Diffuse infiltration of gland 6 9.0 


Total 67 100 
26 cases of the tumor presented clinically as a 
solitary nodule. 


TABLE 4.—Types of Operation Performed 


Operation No. of cases % 
Lobectomy only 10 14.9 
Isthmus and portion of each lobe 2 3.0 
Total thyroidectomy only 13 19.4 

Total thyroidectomy and block 
dissection, one side only 29 43.3 

Total thyroidectomy and block 
dissection, both sides 13 19.4 
Total 67 100 


TABLE 5.—Postoperative Follow-Up 


Time interval since operation No. of cases % 
Under 5 years ~ 26 87.3 
Over 5 years 24 35.8 
Over 10 years 10 14.9 
Deceased 8 12.0 
Total 67 100 


Prophylactic block dissection of the neck 
on the side in which the tumor was situ- 
ated was carried out in over 40 per cent 
of these cases. In 50 per cent of these, 
regional lymph nodes metastasis was 
found. In many instances no lymph nodes 
were palpable in the neck preoperatively. 
When lymph node metastasis was found, 
a second stage block dissection was car- 
ried out on the opposite side after an 
interval of two to three weeks. Unless 
obvious evidence of metastasis was noted 
during the dissection, the jugular vein 
and in some instances the sternomastoid 
muscles were preserved in order to lessen 
the deformity and mortality. In over 20 
per cent of such cases, contralateral neck 
metastases were found. No operative mor- 
tality occurred from radical neck dissec- 
tion. 

Radioactive iodine (I'*!) therapy has 
been disappointing in the past, primarily 
because of the low percentage of uptake 
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in distant metastases as long as any thy- 
roid gland remains in the neck. Total thy- 
roidectomy, however, followed by a thera- 
peutic dose of I'*! to destroy any remaining 
fragments of the gland in the neck in- 
creases the uptake of distant metastases 
remarkably. While any thyroid remains 
in the neck, the uptake of metastases is 
only approximately 14 per cent. Once the 
gland is ablated as described above, the 
uptake in distant metastases jumps to 60 
per cent. 


Forty cases in this series received the 
benefits of nuclear medicine. A preopera- 
tive thyrogram was done in all of these 
patients. In some of the earlier cases, 
radioautograph studies were done. In the 
later cases we have found this unneces- 
sary. We now confine ourselves to a pre- 
operative thyrogram showing the radio- 
iodine uptake in the neck. Then, after 
surgical removal of the gland, a therapeu- 
tic dose of radioiodine is administered. 
This completes the process of ablating the 
thyroid gland. Following this a survey 
of the entire body from a radioiodine up- 
take standpoint is feasible. Any metas- 
tases that are found which do not take up 
radioiodine readily can often be induced 
to do so by the utilization of thyroid 
stimulating hormone or propylthyuracil. 
We are convinced that these patients must 
be followed indefinitely with uptake stud- 
ies and total body scan at intervals of six 
months or less. In this way metastatic 
lesions can often be detected and dealt 
with before they cause death or disability. 
It is important to provide substitution 
therapy when signs of clinical hypothy- 
roidism appear. This frequently occurs 
when functioning metastases are destroyed 
by radioiodine therapy. 

It is well known that any follow-up 
studies on carcinoma of the thyroid are 
of little value unless a decade or more has 
elapsed. Since only 10 cases have been 
followed for ten years or more, we feel 
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that it is entirely too early to evaluate 
our cases from the standpoint of cure. 


ZUSAM MENFASSUNG 


Der Schilddriisenkrebs muss von den 
gleichen Gesichtspunkten wie Krebse in 


anderen Abschnitten des menschlichen 


Korpers beurteilt werden. 

Der minimale Eingriff zur Behandlung 
des Schilddriisenkrebses besteht in der to- 
talen Resektion der Driise. 

Wenn eine weitere Ausbreitung der 
Krankheit vorliegt, muss eine aggressivere 
Behandlung erfolgen. Dazu gehért die 
Blockresektion der Weichteile der erkrank- 
ten Seite und, wenn “positive” Iymphkno- 
ten vorhanden sind, auch der anderen Seite 
des Halses. 

Die Behandlung mit radioaktivem Jod 
ist ein wertvoller Zusatz zum therapeuti- 
schen Riistzeug, besonders wenn Fern- 
metastasen vorhanden sind oder spater 
auftreten. Die Verfolgung des Krank- 
heitsverlaufs ist ein langwieriges Unter- 
nehmen, und von “Heilung”’ eines Schild- 
driisenkrebses wird man niemals ohne 
grosse Bedenken sprechen. 


RESUMEN 


El cancer de tiroides debe estudierse en 
la misma forma que el cancer de cualquier 
otro organo; la operacioén indicada es siem- 
pre la tiroidectomia total por lo menos que 
debe ampliarse a operaciones mas cruentas 
si no s enfrentamos con un comienzo de 
invasién; en estos casos hay que practicar 
una limpieza ganglionar completa del lado 
afecto, o incluso de ambos lados si hay 
adenomatias visibles. 

El iodo radiactivo es un complementeo 
muy util para el tratamiento de esta enfer- 
medad, sobre todo si hay metastasis a 
distancia. 

El periodo de latencia después de-la 
operaci6n puede ser largo, y siempre es 
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dudoso hablar de curacioén total de un can- 
cer de tiroides. 


RESUME 


Le carcinome de la thyroide doit étre 
envisagé sous le méme angie que celui de 
n'importe quelle autre partie du corps. 

L’opération la plus conservatrice est la 
thyroidectomie totale. 

Une opération plus large doit étre envi- 
sagée en cas de diffusion de |’affection, 
celle-ci comprenant la dissection massive 
du coté atteint et la dissection bilatérale 
du cou lors de ganglions “positifs”. 

La thérapeutique 4a l’iode radioactif est 
un adjuvent précieux du traitement, sur- 
tout en présence de métastases 4 distance 
ou tardives. 

Les suites de cette affection sont a 


He [Southwood Smith] was a scientific physician and he could write fluently. 
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longue échéance et |’on hésite toujours a 
utiliser le terme de “guérison” lorsqu’il 
s’agit d’un carcinome de la thyroide. 


RIASSUNTO 


Il cancro della tiroide deve essere trat- 
tato come quello di ogni altro organo: 
lintervento leve essere per lo meno la 
tiroidectomia totale. Operazioni ancor 
pit complesse si rendono necessarie quando 
la malattia é diffusa; cid significa eseguire 
la dissezione in blocco del lato colpito e lo 
svuotamento bilaterale del collo se vi sono 
ghiandole infiltrate. 

La terapia complementare con iodio 
radioattivo é@ molto utile specialmente in 
presenza di metastasi lontane o tardive. 

Il controllo a distanza di questi malati 
deve essere accurato e non si deve mai 
usare, per essi, il termine di “guarigione.” 


The title of his essay, “The use of the dead for the living,” shows the journalistic 
instinct (acquired through long pulpit training), and it had much to do with the 
passing of the Anatomy Act which regulated anatomical dissection and prevented 
body-snatching. But Southwood Smith’s real flair was for the communal side of 
medicine, then quite undeveloped. He loved an audience, he adored delivering a 
health lecture, he was adept at forming a society. Pople caught his contagious zeal, 
and when Southwood Smith initiated a league called the Health of Town Association, 


others started branches, and this movement of popular propagandism provided the 


steam which produced the Public Health Act of 1848. 


—Williams 
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Deutsche Abteilung 


Das Postcholecystektomie-Syndrom 


(The Postcholecystectomy Syndrome) 
E. KAISER, M.D. 
ZURICH, SCHWEIZ 


legentlich Nachkrankheiten auf, die 

eine direkte Folge des Eingriffes sind 
und die mit dem operativ angegangenen 
Leiden keinen Zusammenhang haben. Der 
Prototyp einer solchen postoperativen 
Krankheit ist das Dumping-Syndrom nach 
grossen Magenresektionen. Weitere Bei- 
spiele sind die latente oder manifeste 
Ateminsuffizienz nach Lungenresektionen 
und die Oesophagitis nach Resektionen an 
Cardia und Speiseréhre mit nachfolgender 
Oesophagogastrostomie. 

Man spricht heute auch von einem Post- 
cholecystektomie-Syndrom und _ versteht 
darunter Beschwerden nach der Entfer- 
nung der Gallenblase, ohne dass damit zu- 
nichst tiber deren Aetiologie etwas aus- 
gesagt wird. Fiir den Chirurgen ist aber 
eine aetiologische Aufspaltung dieses Syn- 
droms eminent wichtig, vermittelt doch 
nur sie ihm einen tieferen Einblick in das 
Wesen der Stérung und damit auch die 
MOéglichkeit zu ihrer Vermeidung. Nach 
der Literatur soll das Syndrom in 5-40% 
aller Operierten vorhanden sein, so dass es 
zweifellos wichtig ist, sich mit ihm zu be- 
fassen. 

Theoretisch kommen drei 
gruppen in Frage: 

1. Vorbestandene Erkrankungen im Zu- 
sammenhang mit dem operierten Leiden, 
die durch die Operation nicht geheilt wer- 
den konnten. 


Niece: gewissen Operationen treten ge- 


Ursachen- 


Aus der Chirurgischen Abteilung (Chefarzt: Dr. E. Kai- 
ser) des Stadtspitals Waid, Zurich. 
Submitted for publication May 1, 1958. 
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As a result of the reexamination of 
220 patients who had undergone op- 
erations on the gallbladder not less 
than a year and a half earlier, the 
author presents a_ thoroughgoing 
analysis of the results. He empha- 
sizes the importance of radiomano- 
metric study during the operation, 
which, together with cholangio- 
graphic investigation, makes it a 
rare occurrence for stones to be lett 
behind in either the cystic duct or 
the common bile duct. Overlooked 
stones and pathologic conditions in 
the bile ducts therefore command 
less concentrated attention from the 
surgeon than do hepatic changes 
that existed prior to operation, espe- 
cially cholangitis, interstitial hepa- 
titis and the various types of cirrho- 
sis. Since these diseases are most 
frequently due to long-standing dis- 
ease of the gallbladder, they should 
prove preventable, in many cases, 
by surgical intervention before com- 
plications occur. Absolute contrain- 
dications, such as extreme age, arte- 
riosclerotic dementia and extraordi- 
nary obesity, are still valid except 
when the severity of the symptoms 
make operation unavoidable. 


2. Vorbestandene oder nachher aufge- 
tretene Krankheiten ohne Zusammenhang 
mit dem operierten Leiden. 
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3. Direkte Operationsfolgen (Postchole- 
cystektomie-Syndrom im engeren Sinne). 
Wir haben versucht, uns ein Bild zu 
machen iiber die Haufigkeit und die Aetio- 
logie der Beschwerden nach Cholecystek- 
tomie anhand von Nachuntersuchungen bei 
220 Patienten, deren Gallenblasenopera- 
tion mindestens 114 Jahre zuriicklag.! 

Die zur Beurteilung des Einzelfalles her- 

angezogenen Unterlagen sind folgende: 

a) Die Spitalkrankengeschichte inkl. 
Operationsbericht. Der letztere gibt 
in jedem Falle, zusitzlich zu der Be- 
schreibung des Zustandes der Gallen- 
blase und der Technik des Eingriffes, 
Auskunft tiber die Bakteriologie der 
A- und B-Galle, die Manometrie des 
Choledochus und die Cholangiographie 
durch eine via Cysticus in den Chole- 
dochus vorgeschobene geknoépfte 
Nadel, die Histologie der Leber an- 
hand einer ausgiebigen Probeexzision, 
sowie tiber den Befund an Hiatus 
(Hernia diaphragmatica), Magen, 
Duodenum und Pancreas. 

b) Ein Fragebogen, der an alle Patienten 
versandt wurde mit Fragen nach All- 
gemeinzustand, Koliken, Schmerzen, 
Fieber, Gelbsucht, anderen Erkran- 
kungen, und Nahrungsmittel- 
empfindlichkeit anhand einer detail- 
lierten Aufstellung. 

c) Eigene Nachuntersuchungen, wenn 
ein Fall nicht absolut klar war. Etwa 
30 Patienten wurden klinisch noch- 
mals durchuntersucht, weitere 43 am- 
bulant. 

Bei der Auswertung der Resultate 
zeigten sich sofort zwei Schwierigkeiten : 

1. Viele Patienten gaben Fettempfind- 
lichkeit (ohne Schmerzen!) als einzige 
Beschwerde an. Die Fettempfindlichkeit 
kann nun aber nicht ohne weiteres als 
charakteristisch fiir ein Leber-Gallenwegs- 
leiden angeschuldigt werden, da wir bei 
der Untersuchung von 100 gesunden Men- 


1. Ueber 100 von diesen Patienten ist bereits an anderer 
Stelle referiert worden. Sie wurden nochmals nachgepruft. 
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schen in 27% Fettempfindlichkeit ange- 
troffen haben und in 6% von diesen auch 
noch Empfindlichkeit auf Siissigkeiten vor- 
handen war. Es ist immerhin médglich, 
dass ein Teil unserer Patienten sich aus 
dieser Gruppe der 27% Fettempfindlichen 
rekrutierte. Dem entspricht ja auch, dass 
sehr viele unserer Patienten angaben, 
schon vor der Operation, ja sogar seit ihrer 
Kindheit fettempfindlich zu sein und dass 
in ihrer Familie Fettempfindlichkeit erb- 
lich sei. Immerhin miissen Fermentinsuf- 
fizienz, dyspeptische und allergische Er- 
scheinungen, Dyskinesie als psychogener 
oder bedingter Reflex nach abgelaufener 
Gallenwegserkrankung in Frage gezogen 
werden. 

2. Die Beurteilung der histologischen 
Préparate. 

Hier machte die Beurteilung der Fettin- 
filtration, resp. fettigen Degeneration 
Schwierigkeiten. Wir wissen, dass Fett 
als Transportfett in allen Richtungen von 
der Resorption zum Verbrauch oder ins 
Depot oder vom Depot zum Verbrauch 
immer die Leber zu passieren hat, so dass 
eine gewisse Fettinfiltration in den Leber- 
zellen zum Normalen gehoért. Wir kénnen 
also eine Fetteinlagerung in den Leberzel- 
len nur dann als pathologish bezeichnen, 
wenn auch noch andere Zeichen einer De- 
generation vorhanden sind. 

Wir erhielten folgende Resultate: 

I. Von den 220 nachuntersuchten Pati- 
enten (190 Frauen und 30 Miannern) fiih- 
len sich 165 gesund und sind zufrieden mit 
dem Erfolg der Operation. 

II. Von diesen 165 Patienten essen 121 
alles ohne jede Einschrinkung. Die tibri- 
gen 44 fiihlen sich subjektiv gesund, sind 
aber auf einige Speisen empfindlich (Fett, 
Résti, Speck, Schokolade, Glacé, Kaffee, 
blahende Gemiise, usw.) und halten eine 
entsprechende Diat ein. 

1. Noch nicht gesund fiihlen sich 55 
Patienten; 6 davon haben nach ihren An- 
gaben gelegentlich Koliken, 16 leichtere 
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Schmerzen, 4 Blahungen, 1 Fieber, 1 
Icterus. 

Fast alle diese Patienten sind auch fett- 
empfindlich (54), so dass insgesamt 98 von 
220 Patienten tiber eine Fettempfindlich- 
keit klagen, deren Ursache im Einzelfall 
abzuklaren kaum méoglich ist. 

Die genauere, meist klinisch durchge- 
fiihrte Abklirung der 55 sich noch krank 
fiihlenden Patienten ergab folgende Unter- 
gruppierungen: 

a) Patienten, deren Beschwerden nicht 
im Zusammenhang mit dem operierten 
Gallenleider stehen (39 Patienten) : 
1. Schwachezustand nach infektidser 

Hepatitis innerhalb einer kleineren 

2. Anacide Gastritis (einmal kombi- 

niert mit schwerer Osteochondrose 


der Wirbelsaule, einmal mit Duode- 
nitis und Duodenaldivertikel).......... 2 
3. Eosinophile Antrumgastritis und 
eosinophiler Antrumpolyp ................ 
4. Dyspeptische Stérung bei Diabetes 


5. Zu enger Anus praeter (wegen rezi- 
divierenden Darmprolapses von an- 


derer Seite 
6. Schmerz der Coecalgegend nach 

7. Neigung zu Gastroenteritis (als 

Kolik bezeichnet) 1 


8- Dyspepsie bei enormer Adipositas.... 1 
9. Diabetes (+ ‘“Herzasthma” des 


10. Chronische Nevhritis 1 
11. Chronische Polyarthritis 1 
12. Spastische Obstipation ...................... 1 
13. Irreponible Femoralhernie .............. 1 
16. Asthma bronchiale + Taenia sagi- 
19. Essentielle Hypotonie 1 
20. Osteochondrose der Lendenwirbel- 
saule (einmal + Analekzem)............ 2 
21. Unabklarbarer Schmerz unter dem 
22. Allgemeine Miidigkeit, Nerven- 
schmerzen, Depressionen, neuro- 
tische Symptome, klimakterische 


Beschwerden (1 davon in Depres- 
sion [vorbestanden]) 1 


39 
b) Restbeschwerden im Zusammenhang 
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den (16 Patienten) : 


Iv. Von den 36 Papillitiden dieser Serie 
fiihlen sich 15 (12 Frauen und 3 Manner) 
ganz gesund und essen alles. Unter diesen 
sind auch ganz schwere Formen. 5 fiihlen 
sich gesund, essen aber noch mit Ein- 


Uebersehenes Pancreaskarzinom 
(zunachst als Papillitis operiert, 1 
Jahr spater Probelaparotomie: in- 
operables Pancreaskarzinom; unter- 
dessen an Metastasen gestorben).... 
Gallenblasenkarzinom; unterdessen 
an Metastasen gestorben.................... 
Cholangitische Symptome (1 X mit 
pankreatitischen) 
Cholangitische Cirrhose (gestorben) 


. Papillitis stenosans bei der Opera- 


tion iibersehen, jetzt nachoperiert 
und beschwerdefrei ...........................- 1 
Unbestimmte Schmerzen in der Le- 
bergegend und Fettempfindlichkeit.. 
Kleine Narbenhernie ........................ 
Schmerzen und hie und da eine Ko- 
lik, wahrscheinlich infolge Dystonie 
der Gallenwege 


16 


schrankung. 


16 Frauen fiihlen sich noch nicht gesund. 
10 davon leiden aber an anderen Erkran- 
kungen ohne Zusammenhang mit dem Gal- 
Die iibrigen 6 klagen 
iiber Koliken (3), Schmerzen (6), Fett- 
empfindlichkeit (4), Fieberschtibe (1), 
Blahungen und Aufstossen (2). 
einer dieser Frauen konnte die Diagnose 
mit Sicherheit auf Cholangitis und Pan- 
creatitis chronica gestellt werden. 
diesen 6 Patientinnen sind 3 supraduode- 
nal anastomosiert worden, 2 transduode- 
nal sphinkterotomiert, eine Papille wurde 
Die kleinen Zahlen erlauben 
selbstverstindlich keine Stellungnahme 


lenwegssystem. 


gedehnt. 


fiir oder gegen die einzelnen Verfahren. 


v. Bakteriologie.2 In allen Fallen wur- 
den A- und B-Galle getrennt bakteriolo- 
Es wurden im ganzen 
60 positive Befunde erhoben, die sich wie 


gisch untersucht. 


2. Hygieneinstitut der Universitat Zurich, Vorsteher Prof. 


Mooser. 
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folgt verteilen: 
49mal war die A-Galle infiziert, mit: 


17mal 
Escherichia coli + Enterokokken.... 4mal 
Enterokokken + Subtilis 

Dissoziierten Staphylokokken ........ 


Dissoziierten Staphylokokken + 
Streptokokkus non haemolyticus.. 2mal 
Streptokokkus non haemolyticus.... 8mal 
Proteus vulgaris 2mal 
40mal stimmten die Befunde in der 
A-Galle mit denen der B-Galle iiberein. 
6mal war die B-Galle steril, wahrend die 
A-Galle infiziert war. In 83 Fallen von 
Papillitis war die Gallenblase friiher ent- 
fernt worden. 


In 11 weiteren Fallen war die A-Galle 
steril, in der B-Galle fanden sich Escheri- 
chia coli, Enterokokken, Staphylokokken, 
bzw. Streptokokkus non haemolyticus. 


Von den 49 Patienten mit infizierter 
A-Galle sind 29 gesund (8 davon hatten 
eine Papillitis stenosans), 8 mit Einhal- 
tung von Diat gesund (1 Papillitis). 7 
Patienten sind krank aus Griinden, die 
nicht mit der Gallenblasenoperation zu- 
sammenhingen und 5 zeigen noch Symp- 
tome einer Gallenwegserkrankung (3 da- 
von Papillitiden). Bei 11 von den 12 Pa- 
tienten aus der Gruppe der Papillitis lagen 
gleichzeitig schwere Leberveranderungen 
vor. Von den iibrigen 37 Operierten dieser 
Serie hatten 17 ebenfalls schwere Leber- 
veranderungen, von denen sich heute 10 
gesund fiihlen, 2 weitere gesund, wenn sie 
Diat halten, wahrend 4 aus anderen Griin- 
den krank sind und 1 schliesslich an chol- 
angitischer Cirrhose gestorben ist. 

Die 11 Patientinnen, bei denen wir nur 
aus der Gallenblase Bakterien gewannen, 
sind gesund, 3 allerdings nur, wenn sie 
fette Speisen meiden. 

vi. Pathologische Anatomie.* Bei 69 Pa- 
tienten erhoben wir folgende pathologische 
Leberbefunde: 


3. Patholog. Institut der Universitat Zurich, Vorsteher 
Prof. Dr. E. Uehlinger. 
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Chronische Cholangitis 20 
Cholangitische Cirrhose 5 
Chronische interstitielle Hepatitis........ 24 
Schwere Cholostase + Verfettung........ 4 

2 


Schwerer Parenchymschaden (+ Skle- 
Ineuldre Cirrhose’ 2 


Haemosiderose bei Kugelzellanaemie.... 1 
Metastasen bei Gallenblasenkarzinom.. 1 


Diese Befunde verteilen sich auf die ein- 
zelnen Patientenkategorien wie folgt: 

1. Von den 16 Patienten, deren Be- 
schwerden auf ein restierendes Gallenlei- 
den hinweisen, hatten: 

Chronische Cholangitis 5 
Cholangitische Cirrhose (1 gestorben).. 3 
Chronische interstitielle Hepatitis........ 3 
Schwerer Parenchymschaden und intra- 


Metastasen von Gallenblasenkarzinom 


Die Patientin, die eine tibersehene 
Papillitis hatte, war ohne pathologischen 
Leberbefund. Beim letzten Patienten 
dieser Kategorie handelte es sich um das 
iibersehene Pancreaskarzinom. 

2. Von 39 Patienten, deren jetzige Be- 
schwerden sicher nicht mit den Gallen- 
wegen zusammenhiangen, hatten patholo- 
gische Leberbefunde: 


Chronische Cholangitis 1 
Cholangitische Cirrhose .......................... 1 
Interstitielle Hepatitis 5 
1 
Schwerer Parenchymschaden ................ 4 
Haemosiderose bei Kugelzellanaemie.. 1 

14 


3. Von den 49 Patienten, die subjectiv 
geheilt sind, aber fettempfindlich blieben, 
wiesen intra operationem pathologische 
Leberbefunde auf: 


Chronische interstitielle Hepatitis........ 3 
Chronische Cholangitis mit Uerber- 


gang in biliare Cirrhose..................-... 3 
Cholostase + Verfettung........................ 2 
Parenchymschaden 1 

10 
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4. Garkeine Beschwerden mehr haben 
31 Patienten mit pathologischen Leberbe- 
funden intra operationem. Diese 31 Falle 
wiesen bei der Operation folgende Leber- 
befunde auf: 


Chronische Cholangitis .. 
Cholangitische Cirrhose 
Hepatitis interstitialis 

Cholostase + Verfettung 
Fettcirrhose 
Lebersklerose 
Insulire Cirrhose 


31 


5. Von den 36 Patienten mit Papillitis 
stenosans wiesen auf: 
a) Von den 15 klinisch geheilten: 


Interstitielle Hepatitis 
Cholangitis chronica 


b) Von den 15 Patienten, die sich zwar 
gesund fiihlen, aber fettempfindlich 
sind oder an einer anderen Erkran- 
kung leiden: 

Chronische interstitielle Hepatitis 
Cholangitische Cirrhose 
Fettcirrhose 


Parenchymschaden 
Fettige Degeneration + Cholostase 


c) Von den 6 noch sicher kranken Pa- 
tienten: 
Cholangitis interstitialis 


Chronische interstitielle Hepatitis 
Schweren Parenchymschaden 


Diesen 69 Patienten von 220 — 32% mit 
pathologischen Leberbefunden stehen bei 
Probelaparotomien wegen unklarer Ober- 
bauchbeschwerden, ohne Befund an den 
Nachbarorganen, nur 10% pathologische 
Leberbefunde gegeniiber, die zudem még- 
licherweise fiir die geklagten Beschwerden 
massgebend waren. 

vil. Patienten mit Steinen im Chole- 
dochus. 

38 Patienten waren Choledochusstein- 
triger: 20 fiihlen sich gesund, 9 davon sind 
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operier Papillitiden. 8 sind gesund mit 
Einschrankung (d.h. fettempfindlich), 3 
davon hatten eine Papillitis. 10 fiihlen sich 
nicht gesund, 7 davon sind Papillitiden 
(allerdings sind 3 dieser 10 krank aus 
Griinden, die nicht mit der Leber oder den 
Gallenwegen in Zusammenhang stehen, 
davon 2 Papillitiden). Von den 3 Nicht- 
Papillitiden dieser letzten Gruppe hatte 
eine insulire Cirrhose + Escherichia coli 
in der A-Galle, die andere Escherichia coli 
in der A- und B-Galle, die letzte ist herz- 
leidend, also krank aus “gallenfremden” 
Griinden. 

Bei den Patienten mit Steinen im Chole- 
dochus wurden schwere Leberbefunde 
19mal erhoben, 10 davon hatten gleich- 
zeitig eine Papillitis. Weitere 8 Patienten 
dieser Kategorie ohne schwere Leberbe- 
funde hatten bakteriologisch eine Cholan- 
gitis. 

Bei einer choledochusdrainierten Frau 
haben wir einen Papillenstein iibersehen. 
Er konnte aufgelést werden, 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNG 


Wir haben 220 gallenblasenoperierte 
Patienten nachuntersucht, deren Opera- 
tion mindestens 114 Jahre zuriicklag. Ihr 
heutiger Gesundheitszustand wurde mit 
dem intraoperativen Status verglichen, 
ganz besonders mit dem bakteriologischen 
Befund der A- and B-Galle, dem patholo- 
gisch-histologischen der Leber und den 
Verhaltnissen am Choledochus (Steine, 
Papillitis stenosans). Diese Untersuchun- 
gen fiihrten zu folgenden Feststellungen : 

1. Von 200 gallenblasenoperierten Pati- 
enten fiihlten sich, 114 bis 3 Jahre nach 
der Operation, 165 (75%) gesund, wobei 
44 (20%) ihre Fettempfindlichkeit nicht 
als Krankheit empfinden. 121 (55%) essen 
alles. 

2. 55 Patienten (25%) fiihlen sich noch 
krank, 54 sind auch fettempfindlich. 39 
(17,7%) leiden an Erkrankungen, . die 
nichts mit dem operierten Leiden zu tun 
haben und 16 (7,3%) an Restbeschwerden 
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in Zusammenhang mit dem angegangenen 
Leiden. Von diesen letzteren hatten 13 
einen schweren Leberbefund, bei einer 
weiteren Patientin handelte es sich um ein 
Gallenblasenkarzinom mit Lebermetasta- 
sen. Bei der 15. haben wir eine Papillitis 
stenosans tibersehen und spater nachoperi- 
ert, worauf die Patientin gesund wurde. 
Der 16. Patient hatte ein iibersehenes Pan- 
creaskarzinom und starb spater an Leber- 
metastasen. 

3. Bei 90 Patienten (41%) wurde intra 
operationem entweder eine schwere patho- 
logische Leberverinderung (69) oder ein 
bakteriologischer Befund in der A-Galle 
(49) erhoben. 28mal lag eine Kombination 
beider Befunde vor. 

4. Die hauptsichlichten Erreger sind: 
Escherichia coli, Enterokokken, Strepto- 
kokken und Staphylokokken. Die wichtig- 
sten Leberveranderungen sind: Die 
Cholangitis chronica, die Hepatitis inter- 
stitialis und die verschiedenen Cirrhose- 
formen. 

5. Die Zah] von nur 16 (7,3%) von 220 
Patienten mit Restbeschwerden (sofern 
man die Fettempfindlichkeit nicht als 
solche betrachtet), die mit dem Gallen- 
leiden in Zusammenhang stehen, zeigt, 
dass auch schwerste Infektionen und 
Leberverinderungen, wie z.B. bei Papilli- 
tis, Choledochussteinen, Cholangitis etc., 
klinisch in einem grossen Prozentsatz 
ausheilen kénnen. 

6. Zuriickgelassene, vergessene Steine 
im Cysticus oder Choledochus kommen 
heute, dank der intraoperativen Radio- 
manometrie, praktisch kaum mehr vor. 
Diese Tatsache ist hauptsachlich daran 
schuld, dass die postoperativen Resultate 
besser sind als friiher. Das Vorhandensein 
von Choledochussteinen gibt aber andrer- 
seits einen Hinweis darauf, dass es sich 
um einen schweren Fall handelt, der eine 
genaue intraoperative Abklarung nach 
allen Richtungen verlangt. 

7. Die Ursachen der Beschwerden nach 
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Cholecystektomie haben sich, sofern sie 
iiberhaupt in ursachlichem Zusammenhang 
mit dem Gallenleiden stehen, infolge der 
Cholangiographie und der Manometrie der 
Gallenwege verlagert. Es sind nicht mehr 
die iibersehenen Steine oder pathologische 
Veranderungen an den Gallengingen, die 
im Vordergrund stehen, sondern die vor 
der Operation bestandenen Veranderungen 
an der Leber, ganz besonders die Cholan- 
gitis, die interstitielle Hepatitis und die 
Cirrhosen in ihren verschiedensten For- 
men. Da es sich bei diesen Erkrankungen 
meist um Folgen eines lange bestehenden 
Gallenleidens handelt, sollte ein Grossteil 
davon durch die Friihoperation vermieden 
werden kénnen. Das soll selbstverstandlich 
nicht heissen, dass jeder Gallentein ope- 
riert werden soll. Absolute Kontraindika- 
tionen, wie Herzdekompensation, frischer 
Infarkt, dekompensiertes Nierenleiden 
und relative Gegenanzeigen, wie hohes 
Alter, arteriosklerotische Demenz, ausser- 
gewohnliche Adipositas behalten ihre Giil- 
tigkeit auch heute noch, vorausgesetzt, 
dass der Eingriff wegen der Beschwerden 
nicht unvermeidbar ist. Ganz generell 
kann aber aus diesen Untersuchungen ge- 
folgert werden, dass die Resultate der 
Gallenblasenoperationen durch die Friih- 
operation, d.h. vor dem Auftreten von 
Komplikationen, weiter verbessert werden 
k6nnen. 


SUMMARY AND CONCLUSIONS 


Two hundred and twenty patients who 
had undergone operation on the gallblad- 
der not less than a year and a half earlier 
were re-examined. Their present condition 
was compared with that observed at oper- 
ation, particularly with regard to the bac- 
teriologic picture in the A-bile and the 
B-bile, to the histopathologic aspect of the 
liver, and to the condition of the common 
bile duct (stones, stenosing papillitis). 
These investigations led to the following 
statements: 
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1. Of 220 patients, 165 (75 per cent) 
had felt well for one and one-half to three 
years after the operation. Forty-four (20 
per cent) did not consider their sensitivity 
to fat a disease. One hundred and twenty- 
one (55 per cent) ate anything. 

2. Fifty-five patients (25 per cent) still 
feel sick, and 54 are, in addition, sensitive 
to fat. Thirty-nine (17.7 per cent) suffer 
from diseases not related to the condition 
for which they were operated upon, and 
16 (7.3 per cent) have residual discomfort 
associated with the treated condition. 
Thirteen of the latter group showed seri- 
ous liver conditions, and 1 additional pa- 
tient, a woman, suffered from a carcinoma 
of the gallbladder with metastases to the 
liver. In the fifteenth patient stenosing 
papillitis was overlooked and treated sur- 
gically later, which resulted in recovery 
of the patient. The sixteenth patient, a 
man, had carcinoma of the pancreas, which 
was not recognized. He died later of metas- 
tases to the liver. 

3. In 90 patients (41 per cent) with se- 
vere pathologic hepatic changes (69) all 
bacteriologic abnormalities in the A-bile 
(49) were discovered at operation. A com- 
bination of the two conditions occurred 
28 times. 

4. The main microorganisms are Esche- 
richia coli, enterococci, streptococci and 
staphylococci. The most important hepatic 
changes are chronic cholangitis, intersti- 
tial hepatitis and the various types of 
cirrhosis. 

5. The fact that only 16 of 220 patients 
(7.3 per cent) had residual complaints 
connected with the cholecystic disease (if 
one disregards fat sensitivity as such) 
indicates that even the most severe infec- 
tions and hepatic changes, such as papil- 
litis, common bile stones or cholangitis, 
may be clinically cured in a high percent- 
age of cases. 
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6. Thanks to radiomanometric examina- 
tions during operation, it seldom happens 
nowadays that stones are left behind in 
the cystic duct or the common bile duct. 
This explains, mainly, the improvement of 
postoperative results as compared with 
those obtained earlier. On the other hand, 
the presence of stones in the common bile 
duct indicates that one is dealing with a 
serious condition that requires thorough 
investigation in all directions during the 
operation. 

7. As a result of cholangiographic study 
and of manometric examination of the 
bile paths, a change in evaluation of the 
causes of complaints following cholecys- 
tectomy has evolved in those cases in 
which the complaints have any etiologic 
relation with the cholecystic disease. The 
overlooked stones or the pathologic 
changes in the bile ducts are no longer in 
the foreground of consideration; rather, 
attention is centered on the _ hepatic 
changes that existed prior to the operation, 
especially cholangitis, interstitial hepatitis 
and the various types of cirrhosis. Since 
these diseases are most frequently the re- 
sults of cholecystic disease of long dura- 
tion, a great number of them should be 
preventable by early surgical intervention. 
This, of course, does not mean that every 
gallstone indicates operation. Absolute 
contraindications, such as cardiac decom- 
pensation, recent infarction and decom- 
pensated renal disease, and relative 
contraindications, such as old age, arterio- 
sclerotic dementia and extraordinary obes- 
ity, are still valid today, except when 
surgical intervention cannot be avoided 
because of the severity of the symptoms. 
Generally these investigations permit the 
conclusion that the results of cholecystic 
surgical treatment may be further im- 
proved by early intervention, before com- 
plications occur. 
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Sezione in Italiano 


Esperienze Cliniche con il Micoren, 


Um Nuovo Farmaco Analettico 
(Micoren: A New Analeptic Drug) 


ANGELO DOMENICO CATTANEO, M.D. 
PARMA, ITALY 


nervoso centrale una serie di modifica- 

zioni che interessano |’attivita senso- 
riale (blocco degli impulsi afferenti), 
lattivita motoria (blocco degli impulsi 
efferenti), l’attivita riflessa (blocco dei 
riflessi) e l’attivita mentale (produzione di 
sonno). 

I narcotici producono cioé una condi- 
zione definita ‘depressione del sistema ner- 
voso centrale’ che é pil 0 meno grave a 
seconda della dose del narcotico, e nella 
quale il centro respiratorio é uno dei primi 
a diventare depresso. 

La causa di questa depressione é il dis- 
turbo dei processi metabolici intra-cellu- 
lari, che, per tornare normali, presuppon- 
gono la rimozione del tossico e l’assenza 
di lesioni anatomiche irreversibili. 

Nel caso dei narcotici volatili la rimo- 
zione avviene mediante la _ respirazione, 
cioé lo stabilirsi di un gradiente di pres- 
sione tra le cellule, il sangue, l’aria alveo- 
lare e quella atmosferica, mentre nel caso 
dei narcotici non-volatili la possibilita di 
ripresa é unicamente dovuta alla capacita 
dell’organismo di inattivare o eliminare il 
farmaco. 

Attualmente esistono due tendenze tera- 
peutiche per il tratamento del super dosag- 
gio di narcotici. La prima sostiene che, 


| NARCOTICI producono sul sistema 


Anesthetist-In-Chief at the Surgical Pathology Department 

of the University of Parma Medical School, Parma. 
Micoren was generously supplied by Geigy, S.A., Milan. 
Submitted for publication Aug. 8, 1958. 


Micoren, a new analeptic drug, 
was efficacious in 436 cases in 
which the patients were subjected to 
surgical operations with anesthesia 
of various types. In 12 other cases 
it was used, also with satisfactory | 
results, in combination with mor- 
phine for the control of postoperative 
pain. 

In appraisal of the analeptic effect 
of Micoren, data of the utmost impor- 
tance were obtained, both in deter- 
mining the depth of anesthesia pri- 
marily and after the use of Micoren 
and in establishing the degree of 
hypoxia present. 


nel tempo dovuto, la droga si elimina da 
sola a patto che la circolazione sia soste- 
nuta e la ventilazione adeguatamente man- 
tenuta (terapia conservativa). 

La seconda invece propone l’uso di far- 
maci stimolanti il sistema nervoso cen- 
trale, cioé analettici. 

Va detto pero che la maggioranza delle 
opinioni espresse considera queste sostanze 
inutili ed anche dannose. 

Nilson,! Locket and Angus,’ Clemmen- 
sen,” per esempio, hanno dimostrato che 
con la terapia conservativa la mortalita, 
negli avvelenamenti da barbiturici, puo 
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essere notevolmente inferiore al 10%, cioé 
alla media dei casi analoghi trattati con 
analettici. 

Locket and Angus? affermano addirit- 
tura che con queste sostanze il medico non 
tratta l’intossicazione barbiturica, ma mi- 
sura la tolleranza dell’organismo umano 
ai convulsivanti, e secondo Filomeni,‘ l’im- 
ponente lavoro compiuto in un trentennio 
da chimici e farmacologi ha dato risultati 
notevoli dal punto di vista teorico, rive- 
lando i repporti esistenti fra struttura 
chimica ed azione analettica, ma risultati 
molto meno importanti dal punto di vista 
pratico, perché nessuno dei numerossisimi 
composti sintetizzati finora é risultato pit 
vantaggioso dei due preparati fondamen- 
tali, Niketamide e Metrazol, 

In riassunto le critiche mosse agli 
analettici sono le seguenti: 

1. Il soggetto depresso da un narcotico 
e successivamente trattato con un analet- 
tico deve provvedere ad eliminare due 
tossici invece di uno solo. 

2. Dopo il periodo di stimolazione segue 
sempre un periodo di depressione. 

3. Con gli analettici si viene ad aumen- 
tare il consumo di Ossigeno in un paziente 
depresso, e quindi in ipossia. 

4. Esiste una notevole intensita e va- 
rieta di fenomeni secondari (nausea, 
vomito, tremori, convulsioni, iper-tensione 
arteriosa) dovuti alla molteplicita dei 
punti di attacco degli analettici. 

5. Ove maggiore é la necessita di stimo- 
lare (depressioni gravi), minore é I’effica- 
cia degli analettici e maggiore la proba- 
bilita di convulsioni. 

6. La durata d’azione degli analettici é 
sempre pili breve di quella dei narcotici, 
risultandone quindi una situazione molto 
simile a quella della Prostigmina nei con- 
fronti del Curaro. 

7. Gli effetti stimolanti sono incostanti 
e le reazioni collaterali imprevedibili. 

Prese in considerazione le principali 
critiche mosse agli analettici, bisogna 


JANUARY, 1959 


anche riconoscere che esistono diversi 
errori di valutazione nei rapporti clinici 
(Eckenoff et al°), che si possono cosi rias- 
sumere: 

1. Insufficiente chiarificazione nei ri- 
guardi della funzionalita renale, 

2. Insufficiente chiarificazione nei 
riguardi delle condizioni anatomo-patolo- 
giche degli organi (l’edema cerebrale nel- 
lintossicato da barbiturici é, ad esempio, 
quasi sempre seguito dalla morte). 

3. Insufficiente chiarificazione nei ri- 
guardi dell’intervallo tra l’inizio della som- 
ministrazione dell’analettico e l’inizio del 
trattamento completo (ossigeno-terapia, 
lavatura gastrica, antibiotici, ecc.). 

4. Azione sinergistica tra pit narcotici. 

5. Super-stimolazione con gli analettici. 

Oltre a questo noi desideriamo fare 
osservare due altri aspetti del problema: 

1. La valutazione clinica di un analet- 
tico in base alle modificazioni indotte sul 
respiro, sul polso e sulla pressione arte- 
riosa é insufficiente. Le modificazioni della 
respirazione sopratutto debbono essere 
valutate con cautela. 

L’omeostasi respiratoria, in condizioni 
normali, puo essere infatti definita in ter- 
mini di ventilazione alveolare (Tenney*), 
essendo la vetilazione alveolare uguale al 
volume espirato meno la ventilazione dello 
spazio morto. 

La tensione di CO» nell’aria alveolare 
varia in ragione inversa della ventilazione 
alveolare e rappresenta il segno pili sicuro 
degli effettivi cambiamenti della respira- 
zione, 

Data questa situazione é difficile trarre 
delle conclusioni da dei dati che indicano 
solo il cambiamento nel volume/minuto e 
nella frequenza sotto una droga. 

Occasionalmente quello che pud sem- 
brare un effetto stimolante é proprio ]’op- 
posto, perché se la frequenza é aumentata 
proporzionalmente pitt del volume espi- 
rato, soltanto lo spazio morto é pit venti- 
lato. 
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E’ anche meno conosciuto che molte 
sostanze studiate per la loro influenza sul 
sistema respiratorio hanno anche signifi- 
cativi effetti sul metabolismo e possono 
modificare il consumo di ossigeno e I’eli- 
minazione di COs. 

Se i meccanismi di regolazione della 
respirazione funzionano adeguatamente, la 
ventilazione alveolare si accomoda ad un 
nuovo livello in cui la tensione di CO» é 
immutata e quindi, per definizione, non vi 
é né stimolazione, né depressione della 
respirazione. Chi registra i fenomeni 
esterni della respirazione osservera tutta- 
via profondi cambiamenti nel volume/mi- 
nuto e nella frequenza respiratoria, ma la 
tensione di CO, nell’aria alveolare e nel 
sangue arterioso rimane invariata. 

Nelle nostre valutazioni abbiamo dato 
la massima importanza all’elettroencefalo- 
gramma, che é un mezzo di indagine pre- 
ciso ed immediato, e che offre un quadro 
accurato del metabolismo cerebrale. 

2. Depressione del Sistema Nervoso 
Centrale significa invariabilmente ipossia, 
ed il grado di questa ipossia é un fattore 
fondamentale per la possibilita di guari- 
gione, sopratutto quando il sistema ner- 
voso centrale é stimolato con gli analetici, 
e quindi il suo consumo di ossigeno 
aumenta. 

Questa condizione é importante da co- 
noscersi per evitare le convulsioni da 
analettici. 

Clinicamente si ammette (Hoflehner’) 
che una condizione di ipossia silente sia 
ben tollerata senza segni manifesti di 
danno cerebrale, se un precoce tratta- 
mento é istituito. L'ischemia totale che 
duri pit’ di 3-4 minuti é sempre fatale 
anche se compare una temporanea rip- 
resa. La somma di diverse condizioni 
sfavorevoli, come emorragia, ipossia ripe- 
tuta, arresto cardiaco, shock, etc., spesso 
determina un danno cerebrale permanente. 

La conoscenza di questa situazione dice 
gia molto delle possibilita degli analettici 
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nel paziente chirurgico, 

L’esatta valutazione della gravita dell’- 
ipossia cerebrale nel paziente chirurgico 
pué essere difficile e sopratutto non imme- 
diata. 

Anche in questo caso l’elettroencefalo- 
grafia é di grande aiuto, e fornisce dei dati 
di notevole valore prognostico. 

Il rallentamento della frequenza del!’- 
elettroencefalogramma é il cambiamento 
caratteristico associato con l’ipossia. Ta- 
lora esso é preceduto da un_iniziale 
aumento della frequenza e dell’ampiezza, 
che si accompagna a convulsioni generaliz- 
zate ed a gasping respiration. 

Man mano che l’ipossia progredisce la 
frequenza diviene minore e |’ampiezza 
maggiore, finché, 18-20 secondi dopo com- 
pleta cessazione della circolazione, l’elettro- 
encefalogramma diventa una linea retta 
(Sugar and Gerard;* Gibbs et al;° Bell- 
ville et al’). 

I cambiamenti descritti sopra possono 
essere considerati tipici dell’ipossia, ma 
diverse variazioni debbono essere aspet- 
tate. 

In genere la prognosi (Bellville and 
Howland'') é buona se |’elettroencefalo- 
gramma non é diventato piatto dopo ipos- 
sia, 0, se é diventato piatto, la prognosi 
pud ancora essere talora buona se l’atti- 
vita veloce ritorna entro un’ora. 

La comparsa di un ’file pattern’, cioé di 
una linea piatta con superimposta un’at- 
tivita (5 microvolts) veloce (50 cicli), 
porta una grave prognosi. 

E’ evidente che un analettico efficace e 
sicuro é di grande utilita in un reparto 
operatorio indaffarato ed in una recovery 
room affollata di malati che richiedono 
molte ore di stretta sorveglianza perché 
la coscienza tarda a ritornare, la respira- 
zione é depressa, ed il pericolo dell’ipossia 
é sempre presente. 

Constatate le limitazioni ed i pericoli 
inerenti all’uso degli analettici gia noti, 
abbiamo esperimentato una nuova sostanza 
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anti-narcotica, il Micoren, che é una mi- 
scela in parti uguali di dimetil. amide dell’- 
acido N. crotonil-alfa-etilamino-butirrico e 
di dimetil-amide dell’acido N. crotonil. alfa. 
propilamino, butirrico (Kunze and Me- 
chelke;!* Steinhardt;  Iz- 
queiro and Staritta;!® Rubiralta;'? Leim- 
dorfer ;'* Carvalho and Flora;'*® Echeveste- 
Ortega Hanke;*! Potier Buhlmann 
and Behn;** Rau;*! Cattaneo**). 

Dal punto di vista farmacologico il 
Micoren presenta alcune caratteristiche 
nuove rispetto agli analettici gia noti: 

1. Antagonismo non specifico (azione 
multifocale sul sistema nervoso centrale) ; 

2. Stimolazione del centro respiratorio 
anche nell'ipossia ipassica ; 

3. Stimolazione del centro respiratorio 
anche nella depressione da morfina e 
simili; 

4. Assenza di effetti convulsivanti nel 
paziente sveglio; 

5. Bassa tossicita: la LD;9 nel ratto é 
di 525 mgm/Kg di peso corporeo, rispetto 
ai 60 mgm/Kg del Metrazol, ed ai 
200 mgm /Kg della Niketamide. 

Nel nostro reparto il Micoren é€ stato 
usato in 4386 pazienti chirurgici nei 
quali l’anestesia era stata condotta con 
Etere/Protossido d’Azoto, oppure con Cic- 
lopropano, oppure con Thiopental, oppure 
con Idrossidione. 

La dose media di Micoren fu di 200 mgm, 
iniettati velocemente endovena. 

In ogni caso fu data la massima impor- 
tanza alle modificazioni dell’elettroence- 
falogramma, osservando contemporane- 
amente il comportamento del polso, della 
pressione arteriosa, del respiro, dei riflessi, 
e della coscienza. 

In questi pazienti noi osservammo: 

1. L’elettroencefalogramma ha_ subito 
delle modificazioni consistenti entro 60 se- 
condi dall’iniezione di Micoren, accom- 
pagnate da ritorno della coscienza e dei 
riflessi. In 16 pazienti (3.9% dei casi) 
fu necessario ripetere una dose di 200 mgm 
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di Micoren per avere il ritorno della 
coscienza. 

2. L’effetto stimolante é stato manifesto 
indipendentemente dal tipo di narcotico 
usato. 

3. Nell’animale (coniglio) il Micoren é 
stato efficace anche nell’ipossia ipossica. 

4. Dodici pazienti furono trattati con 
dosi di morfina tre volte superiori a quelle 
usuali per controllare il dolore post-opera- 
torio. Ogni 10 mgm di Morfina erano 
iniettati insieme con 100 mgm di Micoren: 
si ottenne un buon controllo del dolore 
senza manifesti effetti collaterali da mor- 
fina. 


Questo tipo di antagonismo merita pero 
ulteriore studio. 

5. Il Micoren é€ praticamente senza 
effetti sul polso e sulla pressione arteriosa. 
Il polso rimane invariato e lo stesso com- 
portamento ha la pressione arteriosa: 
raramente si é osservato un aumento di 
5-10 mm/Hg contemporaneamente al ri- 
torno della coscienza. 

6. La respirazione é stata sempre modi- 
ficata dal Micoren, ed il suo cambiamento 
é il primo segno a comparire. La profon- 
dita ed il volume Tidal sono aumentati sen- 
sibilmente in ogni caso, mentre la fre- 
quenza é€ rimasta immutata oppure é 
aumentata di poco. 

7. Non abbiamo mai osservato vomito 
o nausea. In due casi abdiamo notato 
tremori alle mani ed alle braccia, scom- 
parsi spontaneamente dopo pochi minuti. 

In un altro caso il Micoren ha provocato 
convulsioni generalizzate, che sono state 
prontamente controllate con 125 mgm di 
Thiopental, iniettati endovena. 

Il paziente era un uomo di 27 anni che 
aveva avuto una appendicectomia sotto 
Thiopental/Protossido d’Azoto/Etere/Os- 
sigeno. 

Alla fine dell’intervento l’ellettroencefa- 
logramma rivelava un piano di anestesia 
assai leggero (livello II); per errore fu- 
rono iniettati circa 500 mgm di Micoren, 
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e dopo 30 secondi si manifestarono con- 
vulsioni generalizzate, 

Un curioso fenomeno che osservammo 
nel 40% circa dei casi, e soltanto quando 
il Micoren era iniettato ad un livello di 
anestesia superficiale, é ]’insorgere di ster- 
nuti, spesso violenti, che si prolungavano 
per 4-5 minuti. 

Verosimilmente questo fenomeno é da 
attribuire alla natura parasimpaticomi- 
metica della droga, anche se il comporta- 
mento della pupilla non ha provato questa 
proprieta del Micoren in ogni caso. 

8. Le dosi della droga debbono essere 
generose ed iniettate possibilmente in una 
sola volta, perché le dosi frazionate sono 
state spesso inefficaci. 

Data la bassa tossicita le convulsioni 
sono improbabili a manifestrasi, ed in 
questa eventualita i barbiturici sono ca- 
paci di un rapido controllo. 

9. Dalla nostra esperienza abbiamo 
guadagnato |’impressione che il Micoren 
sia un antinarcotico versatile ed efficace, 
con tossiciya bassa e modeste reazioni col- 
laterali. 

RIASSUNTO 


Il Micoren si é dimostrato efficace in 436 
pazienti che subirono l]’intervento chirur- 
gico sotto anestesia di vario genere. 

In dodici altri pazienti il Micoren fu 
usato in associazione alla morfina per il 
controllo del dolore post-operatorio, con 
risultati soddisfacenti. 

Nel valutare gli effetti analettici é stata 
data la massima importanza ai rilievi 
elettroenecefalografici, sia nel determinare 
la profondita dell’anestesia prima e dopo 
Micoren, che nello stabilire la gravita 
dell’ipossia. 
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Section en Francais 


mon activité a l'Institut Oncologi- 

que de la Faculté de Médecine, j’ai 
opéré ou observé dans mon Service chirur- 
gical 136 malades atteints de cancer du 
rectum. Le nombre des cas operés ou sim- 
plement soignés nous permet de passer en 
revue critique quelques aspects particu- 
liers du cancer du rectum. 

Ce qui frappe de prime abord c’est la 
discordance de notre statistique person- 
nelle en ce qui concerne le sexe avec celle 
de divers auteurs. Ainsi notre matériel 
clinique montre que sur 52 hommes il y 
a 75 femmes (resp. 84 cas sexe feminin y 
comptant 9 malades atteintes de cancer 
secondaire venant des organes génitaux). 
Contrairement a ma statistique, chez d’au- 
tres auteurs c’est le sexe masculin qui a 
le privilége de majorité dans cette affec- 
tion maligne du rectum (D’Allaines, Duces, 
Bacon, Haltborn). 

Nous n’avons trouvé qu’en partie |’ex- 
plication de cette discordance dans le fait 
que neuf sujets de sexe feminin, dont les 
lésions du rectum étaient la conséquence 
d’une tumeur primitive des organes géni- 
taux, ont été aussi englobés dans notre 
statistique Cependant méme sans compter 
ces lésions secondaires par propagation les 
taux respectifs des cas de cancer du rectum 
ne changent guére dans notre statistique 
réelle, ot. la majorité des affections mali- 
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Quelques Aspects du Carcinome du Rectum 


(Carcinoma of the Rectum) 


SAVA SIMIC, M.D.* 
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Analysis and observation of 136 
patients with rectal carcinoma re- 
vealed that 52 were male and 84 
were female; that the incidence of 
rectal carcinoma was highest be- 
tween the ages of 45 and 55, and 
that the interval between the appear- 


“ance of the first symptoms and the 


first consultation with a physician 
varied from two months to three 
years, with an average of nine and 
one-half months. In 84 per cent the 
tumor occurred above the terminal 
8 cm. of the rectum. Forty-four per 
cent were inoperable. In 84 per cent 
of the cases amputation was per- 
formed; in 14.5 per cent, resection 
only. The immediate mortality rate 
(within one month after the opera- 
tion) was 16 per cent. Observation of 
the long-range results indicated that 
this rate reached its peak level in 
the course of the first postoperative 
year (15.6 per cent), Anatomopatho- 
logic studies indicated that adeno- 
carcinoma was the predominant 
type. 

The treatment of choice is still re- 
section with preservation of the 
sphincter, but radical operation is 
often impossible, because of insur- 
mountable technical difficulties; con- 
sequently, the final results in many 
cases leave much to be desired. 
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gnes du rectum reste en faveur du sexe 
féminin. 

En outre nous croyons pouvoir expliquer 
le grand pourcentage de femmes par le 
fait qu’elles gravitent de plus en plus vers 
notre Service, qui a le caractére eminem- 
ment oncologique. 

En réalité la vraie raison de cette hausse 
en faveur de femmes reste encore 4 eluci- 
der. 

Il y a aussi quelques statistiques ot a 
example de notre statistique, le sexe fe- 
minin est aussi atteint plus frequemment 
que le sexe masculin. 

Il faut considérer de notre avis ce phé- 
noméne comme exception nel conditionné 
par de facteurs mentionnés précédemment. 
Les facteurs étiologiques y compris le fac- 
teur héréditaire sont susceptibles de jouer 
le rdle majeur, mais nous ne pouvions pas 
les verifier. 

Notre matériel clinique montre nette- 
ment en ce qui concerne |’Age des malades 
atteints de cancer du rectum, que l’affec- 
tion frappe presque tous les ages de la vie, 
de facon que notre plus jeune malade avait 
15 ans et le plus agé 82 ans. 

Le point culminant de cette affection 
passe par deux intervalles a savoir: entre 
51 et 55 ans et entre 61 et 65 ans. Les 
années critiques avec apparition du cancer 
rectal commencent vers la quarantaine 
pour atteindre d’une facon continue et pro- 
gressive son maximum vers 55 ans; ensu- 
ite c’est la chute progressive avec la cour- 
be ascendante entre 61 et 65 ans, qui est en 
réalité le second point culminant. 

D’aprés notre matériel clinique c’est ]’in- 
tervalle entre 45 et 55 ans qui présente 
lage critique pour l’apparition du cancer 
du rectum. 

Pour ce qui est de la localisation du can- 
cer du rectum nous avons trouvé égalment 
dans notre statistique quelques écarts de 
la statistique de differents auteurs. Ainsi 
certains auteurs (Bacon, Haltborn etc.) 
indiquent les taux variables (entre 25 et 
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37 p.100) de localisations jusqu’a la hau- 
teur de 8 cm. de la marge de |’anus et a 
localisation encore plus élevée dans 75 
p.100, alors que d’aprés nos observations 
personnelles la localisation basse ne depas- 
sant pas 8 cm. de haut était de beaucoup 
la plus fréquente c’est a-dire 84 pour 100. A 
noter que la majorité avait la localisation 
vers 5 cm. de la marge anale et a peine 16 
p. 100 avec la localisation au-dessus de 8 
cm. 

Nous tenons a souligner que ce dernier 
fait avait une influence déterminante sur 
notre attitude opératoire. 

La discordance au moins apparente de 
nos données cliniques avec celles d’autres 
auteurs nous incite 4 penser que la caus? 
en était la négligence de nos malades et 
l’extension du processus malin avec des- 
truction du tissu et la circonference tumo- 
ral en longueur de 5a15cm. Ce fait esi 


-confirmé par les antécédents ot decov - 


vre l’évolution qui variait de 2 mois a 3 
ans, en moyenne 9 mois et demi. 

Ainsi nous sommes portés a pense> 
qu’il ne s’agit pas chez nos malades d’un2 
localisation exeptionellement basse et d’af- 
fections bien typiques, mais que cette lo- 
calisation est plus apparente que réelle en 
relation avec les données des antécédenis 
et la durée de |’affection. 

Les données. fournies par |’interroga- 
toire de not malades a cété des symptomc3 
plus au moins caractéristiques de |’affec- 
tion, montrent souvent une interprétation 
bizarre de leurs états: certains malades 
parlent de troubles alimentaires ou état 
catharral de l’ancienne terminologie, pour 
en finir avec les hémorroides. Les diar- 
rhées profuses alternant avec constipaticy 
et selles saguinolentes et glairenses pzs- 
sent parfois pendant des mois pour soidi- 
sant affection banales et anodines et ne 
provoquent pas la consultation. Ce n2 
sont que l’apparition des douleurs et de |’ 
incontinence rectal qui incitent le mala ‘> 
pour aller voir le médicin. 
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Ainsi nous trouvons dans notre maté- 
riel clinique que le temps écoulé entre les 
premiers symptomes remarqués par nos 
malades et l’admission a la Clinique oscille 
entre 2 mois et 3 ans ou en moyenne 9 mois 
et demi (Daumerie 7 mois, Ottenheimer 6 
mois et demi). 

A noter que nous avons rencontré aussi 
chez les intellectuels cette indolence envers 
les premiéres manifestations de |’affection 
bien entendu, avec moindre intervalle. 

On a l’impression qu’il s’agit chez les 
intelectuels surtout d’une cancérophobie ou 
de la peur de la vérité. 

Par ailleurs nous tenons aussi a souli- 
gner qu’un groupe notable qui va jusqu’a 
75 p.100 comprend les malades, qui alertés 
par leurs affections sont allés consulter le 
médecin, qui les a traités par les antibio- 
tiques, suppositoires et divers onguents 
sans faire le toucher rectal classique. Ces 
malades acceptant de bon gré le diagnostic 
sans toucher continnaient ce traitement 
médicamenteux pendant des mois et méme 
des anneés. Daumerie et Abel indiquent 
aussi l’importance de cette omission grave 
du médecin a la premiére consultation ou au 
cours du traitement dans 70 p.100 des ma- 
lades atteints de cancer du rectum. 

D’ailleurs la plupart des auteurs dan 
leurs analyses sur le cancer du rectum 
font relever cette omission souvent si 
lourde de conséquences. 

Cependant cette question a une impor- 
tance primordiale aussi bien au point de 
vue thérapeutique que pronostique. 

La proctologie moderne a toutes les pos- 
sibilité de resoudre ce probléme avec suc- 
cés a condition qp’on applique le toucher 
rectal obligatoire, a la premiére consulta- 
tion du domaine proctologique. 

De nombreux cas dans notre matériel 
montrent dans le fait un phénoméne bien 
triste: indolence et apahtie des malades en 
présence de certains symptomes serieux 
d’un coté et l’omission grave du médicin 
pour faire le teucher rectal de l’autre cdété. 
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Malheureusement le fait est, que parfois 
c’est le gynécologiste qui révéle le premier 
le cancer du rectum malgré les troubles 
caractéristiques et les symptomes nets qui 
devraient orienter le médecin pratitien vers 
le rectum et l’inciter 4 faire le toucher rec- 
tal ou l’adresser pour la rectoscopie. 


Si l’on demande a la chirurgie de donner 
des résultats durables dans le domaine de 
proctologie maligne, il est nécessaire de 
faire prende |’Rabitude au médecin practi- 
cient de procéder a l’examen rectal avec le 
plus grand soin et rejeter tout arsenal mé- 
dicamenteux utilisé inutulement pour le 
traitement des soi-disant hémorroides et 
ignorant le cancer. 


Le fait est que nous nous trouvons sou- 
vent en présence du cancer qui évolue de- 
puis 5 a 6 ans sans aucune intervention 
chirurgicale comme on peut se rendre 
compte dans notre matériel. De l’autre 
coté le pronostic des opérés est loin d’étre 
trop mauvais si l’on intervient au temps 
opportun. 

Pour souligner l’importance des don- 
nées anamnéstiques et de l’examen clinique 
propre nous allons rapporter l’histoire d’un 
malade qui souffrait de constipation de- 
puis plusieurs années et qui se plaignait 
d’un prurit rebelle depuis deux mois. L’exa- 
men proctoscopique révélait dans la partie 
ampullaire du rectum une tumeur de gros- 
seur d’un grain de froment, extirpée par 
voie endoscopique et identifiée histologi- 
quement comme adenocarcinome. Le ma- 
lade a été soumis ensuite a l’irradiation 
par Chaoul. Depuis cing ans pas de mani- 
festations locales de malignité et le malade 
doit étre considére comme virtuellement 
guéri. 

A notre avis c’est précisément en proc- 
tologie que le “depistage précoce” a une 
valeur exeptionnelle pour ne pas dire ab- 
solue par suite de la benignité relative de 
certaines tumeurs rectales et de leurs ac- 
cessibilité, qui permet le diagnostic sans 
grande difficulté. 
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Il faut compter encore, bien entendu, 
dans l’avenir avec les malades atteints de 
cette affection maligne au stade avancé qu’ 
il faut traiter et opérer dans de conditions 
bien difficiles, mais notre but doit viser a 
reduire les omissiones autant que possible 
et a améliorer les résultats définitifs. Les 
anciennes conceptions de la chirurgie qui 
demandaient les opérations limitées sont 
déja perimées et ce n’est que la voie radi- 
cal aujourd’hui universellement admise, 
qui assure un assez grand nombre de gué- 
rison et de resultats plus durables. 


Diagnostic—Pour diagnostiquer le can- 
cer du rectum, il faut proceder de routine 
au toucher rectal et 4 l’endoscopie qui les 
seuls permettent de prélever une partie 
pour l’examen histologique en vue d’une 
intervention adéquete. Ce serait une grave 
faute de ne pas faire le prélévement dans 
tous les cas suspects, surtout lorsqu’il 
s’agit de tumeurs haut situées ou la diffe- 
renciation endoscopique est malaisée. L’hy- 
perplasie de la muqueuse, diverses lésions 
inflammatoires polypose etc. peuvent ren- 
dre lidentification de tumeurs malignes 
fort difficile. Dans cette recherche endos- 
copique il ne faut jamais se decourager et 
il faut persévérer. Quelques de nos obser- 
vations ont bien montré que notre persé- 
vérence a été recompensée. 

Si l’examen histo-pathologique ne ca- 
drait pas avec les constatations cliniques, 
nous avons procédé a des prélévements 
répétés pour bien fixer le diagnostic. Ainsi 
nous avions pu établir le diagnostic de ma- 
lignité 4 plusieurs reprises par la biopsie 
répétée. 

Il est bien certain que la méthode de 
Papanicolaou ne manque pas de valeur 
dans la proctologie et il faut espérer qu’elle 
nous sera encore plus utile dans Il’avenir. 


Les lavements opaques sont sans valeur 
réelle pour les tumeurs 4a localisation am- 
pullaire et les lésions initiales et de petites 
dimensions. Ces lavements sont utiles 


pour les tumeurs rectales haut situées et a 
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localisation dans l’anse sigmoide. 

Traitement.—Dans le traitement du can- 
cer du rectum le réle préponderant revient 
a la chirurgie et aucume alternative théra- 
peutique d’utilité réelle n’existe. L’essen- 
tiel est de constater la présence d’une lé- 
sion maligne et d’n evaluer |’extension. 

Nos observations personnelles montrent 
que la radiothérapie a une valeur plutdét 
secondaire et que les adenocarcinommes, et 
carcinomes gélatineux sont radio-resis- 
tants. 

Pourtant il ne faut pas nier tout a fait 
les possibilités de la radiotherapie et cer- 
tains auteurs signalent l’importance de la 
radiothérapie préopératoire pour les tu- 
meurs rectales. Les lésions rectales pro- 
voquées par l’application du radium dans 
les tumeurs génitales ne sont susceptibles 
de montrer toujours son action favorable 
et utile. 

Dans 12 décours postopératoire la théra- 
pie par les rayons X peut étre une méthode 
complémentaire utile. 

L’application de la rentgenthérapie est 
trés favorable dans le cancer anal si le 
sphincter n’est pas envahi et c’est aussi le 
point de vue de la plupart des auteurs. 
L’irradiation sans colostomie préalable di- 
minue indubitablement le nombre des ré- 
sultats favorables. 

Dans |’évaluation des possibilités opéra- 
toires nous avons été quidés par le principe 
de l’opération radicale c’est-a-dire: extir- 
pation de la tumeur aussi compléte que 
possible dans tous les cas ow la plus petite 
chance de l’opérabilité se présente. Bien 
entendu, l’envahissement large de la paroi, 
adhérences solides avec organes ou tissu 
voisins, infiltration diffuse du bassin et du 
périnée doivent étre des contre-indications 
pour une inter vention 4 visée radicale. 

Sur notre matériel de 44 p.100 des cas 
inopérables par rapport au chiffre total, 
l’index opératoire est bien limité malgré 
les indications élargies. 

Certains auteurs ont les pourcentages 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


des cas inopérables plus favorables que les 
notres: Boerema 40%, Delannoy 27%; 
Cahen 12,7%,-Roger 35%, D’Allaines 15%. 
Les chiffres trop élevés de nos malades in- 
opérables nous impose une tache impéra- 
tive d’insister sur la nécessité du diagnos- 
tic aussi précoce que possible. 


Méthode Opératoires.—Nous insistons a 
nouveau sur le fait que dans notre maté- 
riel la plupart des tumeurs rectales était a 
la localisation basse ce qui déterminait a 
priori notre facon de procéder. C’est pour- 
quoi dans 84 p.100 des cas nous étions ob- 
ligés de pratiquer l’amputation d’aprés 
Guénu-Miles. Nous considérons cette mé- 
thode comme bien propice et la plupart des 
cirurgiens sont en train de l’adopter. Sa 
supériorité sur la méthode périnéale est 
bien certaine parce qu’elle facilite le con- 
trodle des métastases el l’exérése des gang- 
lions. Nous sommes aussi résolument en 
faveur de I’anus iliaque définitif, car d’- 
aprés nos expériences, l’anus iliaque a des 
avantages manifestes. 

L’adaptation des malades a l’anus, au 
début peut provoquer une dépression psy- 
chique, se fait peu a peu grace a l’habitude 
acquise et au contréle et manipulation de 
lanus. Ainsi l’anus iliaque permet le 
maintien normal des conditions alimen- 
taires et hygiéniques. La capacité de tra- 
vail revient aprés l’adaptation compléte, de 
fagon que nos malades p.ex. instituteurs, 
employés et ouvriers pouvaient vaquer a 
leurs affaires habituelles sans restriction. 

L’anus périnéal et le procédé périnéal en 
général sont de notre avis, entachés de 
grande défauts parce que le malade est 
privé de possibilité de bien contrdéler l’anus, 
d’ot provient toute une serie d’ennuis pé- 
nibles. Les adeptes de l’anus_ périnéal 
(Bacon, Bacock, etc.) peuvent soutenir 
leur point de vue en faisant valoir |’ffet 
psychologique et l’illusion pour le malade 
d’avoir l’anus naturel. 


Nous n’avons pratiqué la résection que 
dans 14,5 p.100, denos malades. C’est la 
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méthode la plus efficicace 4 notre sens par- 
ce quelle assure la continence et l’effet la 
plus acceptable pour le malade. Malheu- 
reusement, la localisation bien basse dans 
l’ampoule rectale de notre matériel nous 
empéchait de réaliser de résections encore 
plus nombreuses. 

Certains auteurs a grande expérience 
personnelle dans ce domaine pensent, que 
la résection est méme faisable dans les cas 
de tumeurs a localisation a 5 cm. de l’ori- 
fice anal (D’Allaines). Pourtant notre ex- 
périence est contre cette fagon de procéder, 
parce que, malgré la dissection trés minu- 
tieuse, nous n’étions pas 4 méme d’attein- 
dre J’infiltration sous—muquese, sans 
compromettre la suture et favoriser 
Vapparition des récidives. En outre ce 
procédé, il nous semble, peut handicaper 
la visée radicale de l’intervention. C’est 
pourquoi nous n’adaptons la résection que 
dans les cas ou la tumeur est située de 8 
a 10 cm. de l’anus. Avec cette fagon de 
procéder nos résections se sont passées 
sans complications notables. En tout cas 
les fistules étant corrigées la continence 
compléte a été assurée. 


Par larésection 4 la maniér de Hoche- 
negg-Bacock-Bacon, selon notre expé- 
riance, on arrive a réaliser une continence 
rélative au cours de 3 a 6 mois, qui finit 
par devenir définitive. Dans certains cas 
d’ailleurs rares, elle est entachée par la 
tendence sténosante, soit aprés la section 
du sphincter, soit aprés la dilatation. 


Chez les malades opérés a visée radicale 
la mortalité immédiate (jusqu’a un mois 
aprés l’opération) était 16 p.100, tandis 
que chez les malades 4 |’operation pallia- 
tive pendant le méme laps de temps était 
de 10,5 p.100. 

Nous estimons, que notre taux de mor- 
talité est assez élevé et la raison en est le 
stade avancé et la gravité de l’état de nos 
malades. Bien des auteurs rapportent les 
statistiquee sur la mortalité plus favora- 
bles que les nétres ce qui devrait étre en 
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relation avec Meilleur état de leurs mala- 
des au moment de |’intervention. 

La colostomie temparaire comme sou- 
pape de siireté nous semble trés utile dans 
les résections pour empécher le lachage des 
sutures. 

A noter aussi que le drainage 4 travers 
la région fessiére nous a donné des résul- 
tats trés favorables de fagon que nos ma- 
lades ont pu se lever déja dés premiers 
jours. 

Resultas.—Parmi 45 malades 4 opéra- 
tion radicale nous avions a déplorer le dé- 
cés: 

au cours de la 1 ére année dans 15,6 p. 100 

au cours de la 2 e année dans 12,5 p. 100 

au cours de la 3 e année dans 3,1 p. 100 

au cours de la 4 e année dans 6,2 p. 100 

Les données nous manquent dans 18,1 p. 100. 

Opérations Palliatives—Ches 49 mala- 
des ol n’avons pratiqué qu’une simple co- 
lostomie la mortalité au cours du premiér 
mois aprés ]’intervention était 10,5 p.100. 


décés au cours de la 1 ére année 39,4 p. 100 
décés au cours de la 2 e année 10,5 p. 100 
décés au cours de la 8 e année 5,2 p. 100 
Nous manquons de données pour 26,3 p. 100. 


Il ressort de l’analyse des observations 
de 17 malades ow |’on n’a pratiqué aucune 
intervention pour des raisons subjectives 


le décés est survenu: 


au cours de la 1 éve année dans 11,7 p. 100 
au cours de la 2 é année dans 5,8 p. 100 
au cours de la 3 é année dans 5,8 p. 100 


Il y avait encore en vie de ce groupe: 


au cours de la 1 ére année........ 23,5 p. 100 
au cours de la 2 é année........ 11,17 p. 100 
au cours de la 3 @ année........ 5,8 p. 100 
Pour 35,2 p. 100 pas de données. 


Les résultates histo-pathologique sont 


les suivantts: 


adénocarcinomes 
Ca.planocellulaire 
Ca.cylindrocellulaire 
Ca.gélatineux 
adénocarcin. et papillome 

adénocarcin. et Sa.globocellul 
Ca.a epithélium de transition 


DO 


SIMIC: LE CARCINOME DU RECTUM 


Récidives.—Nous avions 4 combattre pen- 
dant 4 ans par des interventions répétées 
les récidives que remplissaient le bassin 
dans un cas du carcinome gélatineux. A 
la fin c’est la métastase pulmonaire qui a 
emporté le malade. 

Les carcinomes de la région anale don- 
naient des métastases dans les ganglions 
inguinaux le plus souvent méme au cours 
de la premiére année. 


RESUME 


L’analyse des observations de 136 ma- 
lades nous a révélé: (1) sur 52 sujets de 
sexe masculin 84 sujets de sexe feminin; 
(2) l’intervalle de vie critique avec maxi- 
mum de tumeurs rectales est entre 45 et 
55 ans; (8) le temps entre la manifesta- 
tion des premiers symptomes et la premi- 
ére consultation oscillait entre 2 mois et 
3 ans, en moyenne 9 mois et demi; (4) 
pour ce qui est de la localisation 84 p.100 
se trouvaient dans l’ampoule rectale jus- 
qu’a 8 cm. de haut; (5) 44 p.100 cas inopé- 
rables; (6) dans 84 p.100 l’amputation est 
pratiquée et dans 14,5 p.100 seulement la 
résection; (7) mortalité immédiat (jus- 
qu’é un mois aprés l’operation) 16 p.100; 
(8) résultats éloignés montrent que la 
mortalité la plus élevée était au cours de 
la premiére année 15,6 p.100; (9) examen 
anatomopathologique adénocarcinome pré- 
dominait et (10) la méthode de choix reste 
d’ailleurs la résection avec conservation du 
sphincter, mais l’opération a visée radicale 
est souvent rendue impossible en raison de 
difficultés techniques insurmontables et par 
conséquent les résultats définitifs dans 
beaucoup de cas sont loin d’ étre trés sa- 
tisfaisants. L’anus inliaque est a conseil- 
ler dans tous les cas ow !’on a fait l’ampu- 
tation. 
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Réflexions au Sujet de l’Abord en 


Tuberculose Chirurgicale 


(Reflections on Surgical Tuberculosis ) 


B. BLANKOFF, M.D.* 
BRUSSELS, BELGIUM 


E CHOIX du terme abord direct n’est 
pas heureux. Tout curage osseux, 
toute synovectomie, tout nettoyage 

d’abeés sont toujours des abords directs. 

Abandonnons cette discussion. Précisons 
que dans l’esprit des promoteurs l’abord 
direct implique suivant la région une syno- 
vectomie, une ouverture et nettoyage d’ab- 
cés, un curage osseux limité, abordé direc- 
tement au siége meme de la lésion, et pour 
éviter de s’égarer dans des discussions 
oiseuses, gardons cette expression. 

Pour dire que la seule chose neuve en la 
matiére est la possibilité de curetter, évider 
a la demande, avec un minimum de risques 
d’essaimage, de métastases, de fistulisation 
grace aux antibiotiques directement intro- 
duits dans le foyer ainsi nettoyé. 

Notre statistique globale, comprenant les 
diverses articulations curettées, se monte 
a 87 cas, auxquels il faut ajouter II cas 
en cours de traitement—dont 32 cas de 
tuberculoses multiples, et dont voici la re- 
partition. 

Ceci établi nous voudrions faire suivre 
ces données de quelques considérations 
concernant cet abord direct. 

Les unes sont d’ordre général, d’autres 
sont locales. 

I. Les considérations d’ordre général ont 
trait: 

au diagnostic 

a l’anatomo-pathologie 


*Ex-medecin-Chef de l'Institut Helio-Marin de Coq-sur- 
mer: Medecin-Consultant de l'Institut Reine Elisabeth Oost- 
duinkerke. 

Read at the First Congress of the European Federation, 
International College of Surgeons, Brussels, May 15-18, 1958. 

Submitted for publication Sept. 20, 1958. 
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The author reports 98 operations 
(synovectomy and curettage), 11 of 
which were recently performed for 
tuberculosis of the bones and joints. 
These procedures included opera- 
tions on 23 spines, 51 hips, 23 knees 
and I foot. He lists the results and 
describes in detail the complications 
‘encountered and the causes of fail- 
ure when the result was unsatisfac- 
tory. He comments successively on 
the difficulties of diagnosis, the im- 
portance of anatomopathologic point 
of view, the indications for surgical 
intervention and their possible 
abuse, and the role of antibiotics in 
therapy. He points out the differ- 
ences that exist between clinical and 
roentgenographic results, the dura- 
tion of immobilization, the sclerous 
type of the disease and the type ac- 
companied by persistent fever. The 
operation he describes is considered 
excellent for either children or adults 
when the onset of disease is recent, 
but distinctly bad for either in cases 
of long-standing tuberculosis. In any 
circumstances, it is a severe and de- 
manding procedure which not every 
surgeon is competent to perform. 


aux indications 

a importance de l’intervention 

a l’antibiotique 

a) Diagnostic: Il est entendu par défi- 
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nition que l’abord direct doit étre aussi 
précoce que possible et s’adresser a des 
lésions de tuberculose chirurgicale. Ceux 
qui sont rompus aux problémes de la 
T.O.A. savent les hésitations, les difficultés, 
les embuches de ces diagnostics. Dans notre 
pratique courante nous savons combien il 
est périlleux parfois d’affirmer ou d’infir- 
mer le diagnostic de tuberculose, méme et 
surtout en Institut. 

Nous avons insisté sur certaines de ces 
difficultés: Tuberculose et ostéoarthrite a 
pneumocoque, tuberculose et Sudek, tuber- 
culose et tumeur, tuberculose et ostéochon- 
drite, et l’école de Berck a insisté sur le fait 
qu’au genou, par exemple, 2 a 7 ans sont 
parfois nécessaires pour établir un diag- 
nostic ferme et avéré de tuberculose. 

Et l’on peut se demander jusqu’a quelles 
limites du doute on peut opérer, 4 quels 
critéres obéir, quel est le seuil entre forte 
présomption et certitude dans ces cas débu- 
tants et autorisent-ils l’intervention? 

Car il est bien entendu _n’est-ce-pas 
qu’opérer avec succés des tuberculoses qui 
n’en sont pas n’est pas une solution et que 
dans ces cas l’abord direct ne se jus- 
tifie pas. 

Poser la question n’est pas la résoudre. 

Nous restons inquiets devant le fait que 
certaines lésions se présentent a nous avec 
tous les signes cliniques de tuberculose, 
avec des signes radiographiques précoces, 
mais ou manque, aprés intervention, la 
certitude anatomo-pathologique post-opé- 
ratoire. Alors? N’avons nous pas opéré 
une tuberculose qui n’en était pas. 

La seule conviction clinique suffit-elle a 
justifier la sanction thérapeutique? 

Faut-il intervenir? Faut-il s’abstenir? 
Et dans ce cas |’abord direct du foyer pré- 
coce ne risque-t-il, si l’on attend, de se 
trouver gravement compris? 

b) Notre 2e™¢ point d’inquiétude a trait 
aux examens de laboratoire et a l’anatomo- 
pathologie, et ce 2°™¢ probléme rejoint 
le Ier. 
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Nous nous y sommes attardés suffisam- 
ment dans plus d’une communication sur 
la T.O.A. et particuliérement dans celles 
traitant de l’abord direct et celles du dépis- 
tage précoce des T.O.A. du genou. 

Disons, grosso modo, qu’un peu plus 
d’! des cas n’apporte pas la preuve for- 
melle de la nature T de l’affection malgré 
l’évidence clinique et notre conviction ab- 
solue qu’il s’agit bien de T. 

Mais nous avons insisté sur les faits 
qu’a prendre un certain nombre de cas 
“par la bande,” notre conviction clinique 
et radiographique se vérifie exacte. Des 
malades négatifs pour le laboratoire auront 
du caséum dans leur abcés parfois dans 
des lésions multiples l’une sera négatif a 
ce point de vue tandis que l’autre nous 
apportera la preuve de sa nature T. Tantot 
le cobaye sera négatif et l’anatomo-patho- 
logie positif ou inversément. Parfois Ie 
cobaye est négatif alors qu’un 2¢°™© in- 
jecté avec le méme prélévement est positif. 
D’autres fois encore l’evamen anatomo- 
pathologique s’avére négatif mais le liquide 
synovial renfermera du B. K. II arrive 
que l’examen anatomo-pathologique soit 
négatif pour l’os, positif pour la synoviale 
ou inversement. La culture s’avére par- 
fois positif alors que tous les autres exa- 
mens sont négatif. 

Disons que toutes les possibilités et 
toutes les modalités se sont présentées tant 
pour l’examen direct, la culture, l’homo- 
génisation, l’examen anatomo-pathologique 
et toutes les combinaisons se sont trouvées 
réalisées dans nos cas, dans le positif 
comme dans le négatif. 

La question ainsi posée implique comme 
réponse de s’efforcer par tous les moyens 
et préopératoirement d’établir un diagnos- 
tic de certitude par le laboratoire. En cas 
de doute cependant, la conviction clinique 
de médecins familiorisés avec la tubercu- 
lose devra emporter la conviction. Dans 
le doute, il faudra retarder l’intervention 
sous expectative vigilante. 
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c) Indication: quand on examine Il’indi- 
cation de l’intervention de l’abord direct 
la plus grande confusion y régne. 

L’abord direct, la déclaustration, suivant 
l’élégante expression de Cauchoix, réservé 
chez ses promoteurs aux foyers précoces, 
centraux ou plus exactement intraosseux, 
avait pour but en fait d’empécher une 
ostéite limitée de s’étendre et devenir une 
ostéo-arthrite catastrophique, 

Petit poisson deviendra grand. 


Sous condition expresse que le curettage 
se fasse aussi t6t que possible aprés le 
début de la maladie ou de sa constatation, 
quand les lésions sont encore circonscrites. 

d) Importance de Vintervention 

Mais ne voyons nous pas a l’abord pré- 
coce succéder un abord direct qui n’est 
plus précoce du tout. Puis a l’abord du 


foyer limité se substitue un abord de foyer 
étendu et l’on parlera de chirurgie d’exé- 
rése, de vidage de foyer pottique et ]’on 
finira par énucléer une téte de fémur, voire 


extirper une entiére vertébre qu’on atta- 
quera de droite et de gauche pour la trans- 
percer, l’on finira par curetter un foyer 
de plusieurs vertébres et faire un vrai 
“nettoyage par le vide.” 


JANUARY, 1959 


Bref, des formes localisées aux formes 
trainantes, aux abcés et aux fistulisations, 
des formes du début aux tardives, toutes 
les variétés possibles de T.O.A. ont été 
traitées par l’abord direct. 


Ainsi résumée l’indication princeps et 


son extension a des cas plus graves, on 


comprend qu’il ne soit pas possible de dis- 
cuter le probléme, car on traite de choses 
trop différentes et que |’on ne s’étonne pas 
alors si les résultats sont des plus variés. 

e) Antibiotiques 

Faire un abord direct aprés 24 h. d’anti- 
biotique est un non sens & ne pas suivre, 
et c’est la premiére remarque. 

La 2e™e a trait au test de sensibilité 
aux antibiotiques. Le fait-on ou pas? 
Cela n’apparait pas clairement, pour ne 
pas dire pas du tout de certains travaux. 
Or qu’advient-il de l’intervention si le sujet 
est résistant? Nous courons les risques 
d’essaimage et de généralisation redou- 
tables analogues 4 ce que |’on avait a la 
période qui précéda la découverte des 
antibiotiques. 

Sans doute, et nous l’avons déja dit, 
Cauchoix a rapporté les expériences de 


Sexe et age 


Localisation 


Genou 


Hommes 


1 


Garcons 


Femmes 


Filles 


en cours 


Total 


Les 32 cas multiples sont: 
Hommes 


Garcons 


Femmes 


Filles 9 


Associant des Pott multiples, des coxalgies doubles, des Pott avec coxalgies, genou, lésions génito- 
urinaires, des genoux avec hanches, coude, poignet, sacro-iliaque, etc... . 


“Pott.  Hancke |. Pied Total 
a 5 4 2 11 
| — 3 14 9 1 27 
23 23 1 98 
ee 
100 
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Debeaumont sur 80 pus d’anciens foyers 
“guéris” depuis 5-6 ans, ils n’ont pas ren- 
contré une seule résistance malgré une 
antibioticothérapie massive. Et ceci est 
de nature a nous rassurer un peu, mais 
pas assez. 

Cette persistance de B. K. emmurés, 
toujours sensibles aux antibiotiques qui ne 
les ont pas tués, n’est-elle pas de nature 
a provoquer des réveils. Et notre vigilance 
doit s’accroitre dans ces formes si spécia- 
les de T.O.A. au décours de méningites ou 
de granulies et sur lesquelles Fouquet a 
insisté avec ses collaboratuers; 4 cété des 
formes graves et mortelles malgré les anti- 
biotiques, il y a des formes trainantes 
absolument insensibles aux antibiotiques et 
qu’il serait dangereux d’opérer. 

11. Les considérations d’ordre local ont 
trait aux complications et aux insuccés. 

a) Complications 

A la colonne: 19/23 cas, soit 82,60%— 
certaines sans conséquences; ouverture du 
péritoine (2 cas) de la plévre (7 cas), 
hémorragie abondante (4 cas) paresthésie 
transitoire (1 cas), 2°™e foyer (1 cas), 
hernie musculaire (1 cas), abcés et fistuli- 
sation (2 cas), Brown Sequard (1 cas). 

Si ouverture de la plévre et du péritoine 
furent sans conséquence en général, la 
suture d’un cas de plévre fut trés difficile; 
deux épanchements, ]’un séreux vite guéri, 
Yautre une pleurésie séro-fibrineuse puis 
purulente fut d’assez longue durée et fina- 
lement fermée. Les 4 hémorragies furent 
deux fois en nappe intercostale, deux fais 
lombaire; leur suture fut toujours pénible 
dans un abondant tissu scléreux en sorte 
que si méme il n’y eut aucune suite, cette 
complication retarde la bonne marche de 
l’intervention et présente un réel désagré- 
ment; elle présente en outre des risques 
graves. ni la hernie, ni la paresthésie 
transitoire n’ont présenté de suites facheu- 
ses; un 2e™e foyer est apparu aprés |’inter- 
vention dans un cas. La désunion, l’abcé- 
dation et la surinfection de deux cas ont 
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été des complications sérieuses et graves. 
De méme qu’un syndrome de Brown Se- 
quard avec sequelles thermo-algésiques et 
neurologiques définitives. 


En sorte que, ramenant a 7 les compli- 
cations importantes ayant sur le cours nor- 
mal de l’évolution une influence pernicieuse 
avec sequelles trainantes ou définitives, 
nous dirons qu’a la colonne les complica- 
tions s’élévent 4 30,43%. 

A la hanche: 4 cas ont des aggravations 
importantes, soit 11,36%. 

Il est A remarquer d’ailleurs que ce sont 
a la hanche comme a la colonne les foyers 
les plus anciens qui sont tributaires des 
plus graves complications. 

Au genou, comme il fallait s’y attendre, 
les complications sont moindres. 


Sur 19 cas: 6 cas: récidive (1) aggrava- 
tion (1), attitude vicieuse (1), hydar- 
throse transitoire et persistance passagére 
de gonflement (3 cas) avec trés bon résul- 
tat final, soit 31,57% ; se ramenent a 3 cas 
de complications graves, soit 15,78%. 

lunique cas du pied fut un insuccés 

b) Les insuccés se chiffreront: 

A la colonne: 5 cas/23: 

métastase I 

extension de la lésion: 2 

fistulisation : 2, soit 21,78 % 

A la hanche: 23/44: 

arthrodése pour inadaptation: 5—et 
marche mauvaise 

arthrodése pour sequelle malgré cu- 
rage et aggravation: 7 

abcés: 6 

métastase: 3 

aggravation radiographique: 5, 
soit 50% 

Certes les arthrodéses définitives pour 
inadaptation, attitude vicieuse, aggrava- 
tion ont été définitivement guéries aprés 
cette 2em™e intervention, ce qui ne réduit 
pas le pourcentage d’aggravations et ces 
50% sont a charge de |’abord direct sur- 
tout dans les abords tardifs. 
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localisations 


Hanche: 44 


Colonne 23 Genou i9 


Sexe et age Nombre B. 


B. 


Hommes 19 


1 


Garcons 30 


Femmes 11 


Filles 


26 


en cours 11 


pied 1 


Totaux 98 16 22 


11 98 


Au genou: 3 insueccés dont nous avons 
vu les raisons plus haut: 15,78% 

c) D’autres considérations d’ordre local 
seront rapidement esquissées ici: 

I. A la hanche a) il y a des divergences 
entre le résultat final clinique et le résultat 
radiographique. 

Il en est de méme au genou. 

Tandis que la marche s’améliore dans 
certains cas, le résultat radiographique 
reste inquiétant: déclacification, petites 
érosions nouvelles. Le recul de 3-4 ans 
nous impose de considérer ces cas comme 
guéris; l’avenir nous éclairera sur les réci- 
dives possibles a retardement. 

b) Faut-il luxer la téte et curetter les 
foyers postérieurs comme Delchef 1’a fait 
deux fois? Le probléme n’est pas élucidé. 

Nous savons qu’au genou I’ablation to- 
tale, l’éradication de tous les foyers, d’ail- 
leurs impossible, n’est pas indispensable; 
mais les conditions des deux articulations 
ne sont pas les mémes et le rétablissement 
d’une circulation a plein canal dans une 
résection ne peut se comparer a un abord 
de hanche. L’abord du genou se fait dans 
les cas sans érosions, avec des lésions a 
prédominance synoviale et si un foyer est 
extirpé dans |’os il est minime et en dehors 
des appuis articulaires. 

c) un certain nombre de cas, 21/44, ne 
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gagnent pas de mouvements. La hanche 
se stabilise mais les mouvements n’aug- 
mentent pas; 5 cas ont fait une coxa 
magna. 

Peut-étre faut-il incriminer dans ce but 
non atteint (la plus grande amplitude de 
mouvements) une immobilisation trop 
longue. Peut-étre faudrait-il pour une 
courte période immobiliser en rotation in- 
terne en gouttiére platrée. Ceci aurait 
l’avantage de permettre une surveillance 
et une mobilisation progressive tout en 
maintenant le membre inférieur en bonne 
position. 


Quelques rares cas (3) ont fait une T° 
subfébrile longtemps persistante; l’un a 
guéri avec une splendide récupération et 
sans complications, deux autres ont fait 
des métastases, I genou a fait une poussée 
aigué ultérieure. 


d) A la colonne: certains aspects radio- 
graphiques ont fait penser a des géodes 
centrales; la curette ne les traverse pas 
tellement l’os est dur et résistant. I] semble 
donc qu’il faille considérer ces images non 
comme des caverses mais les interpréter 
comme des séquelles d’anciennes lésions 
qu’il est inutile de curetter. 

Il est trop tot pour se prononcer sur les 
foyers multiples, mais il semble que le 
curage et la guérison de |’un n’a que peut 
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d’influence sur |’évolution du ou des autres 
et cela se comprend. 

11. Résultats 

Nos résultats globaux vont se résumer 
dans le tableau suivant (page 102). 

En résumé: Nous dirons que l’abord 
direct est une excellente opération dans les 
formes débutantes tant de l’enfant que de 
l’adulte; a condition de ne pas étendre 
Yabord aux cas anciens, étendus, qui ne 
répondent plus aux critéres de ]’interven- 
tion. 

Cela ne veut pas dire les curages, évide- 
ment, etc. . . . ne puissent se faire dans 
des conditions bien précises, mais les ris- 
ques sont grands. II] faudra soigneuse- 
ment établir le bilan du patient: tempéra- 
ture, état général, vérifier tous les signes 
de toxi-infection et ne pas risquer ce genre 
d’opération a la légére. I] faudra surtout 
se garder d’englober ce 2éme genre d’in- 
tervention dans les cas d’abords directs 
précoces et limités, car il s’agit de tout 
autre chose. 

Il faudra par conséquent encore opérer 
les cas le plus t6t possible et se garantir 
d’un diagnostic erroné en s’entourant de 
toutes les investigations et de toutes les 
confrontation. Nous vous avons montré 
combien c’était parfois difficile. 

Le % de complications est dans l’abord 
direct sensiblement le méme que dans 
toute intervention en T.O.A. et il ne pré- 
sente pas un gain de temps extraordinaire. 
Ce n’est d’ailleurs pas son but. 

En fin, on ne perdra pas de vue que c’est 
une opération sérieuse et grave et qu’il ne 
faut laisser faire que par des mains ex- 
pertes et rompues a la chirurgie ostéo- 
articulaire. 


RESUME 


L’auteur fait état de 98 opération d’abord 
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direct : 23 colonnes, 51 hanches, 23 genoux, 
I pied, dont II récents. II en donne les 
résultats. Il détaille les complications et 
les causes d’insuccés. II envisage succes- 
sivement les difficultés diagnostiques, les 
embuches anatomo-pathologiques, les indi- 
cations et leur abusive extension, le role 
de l’antibiotique et discute des divergences 
entre les résultats clinique et radio- 
graphiques, du role et de la durée de |’im- 
mobilisation, des formes scléreuses, de 
l'image radiographique, des formes tem- 
pérature persistante. Et conclut en disant 
que l’intervention est excellente dans les 
formes jeunes de l’enfant et de |’adulte, 
qu’elle est détestable dans les formes an- 
ciennes et qu’elle reste une intervention 
grave, a ne pas mettre entre toutes les 
mains. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet iiber 98 opera- 
tive Herdausréumungen : 23 Wirbelsdulen, 
51 Hiiften, 23 Knien, 1 Fuss, wovon 11 
frische Falle. Er gibt die erzielten Er- 
folge an, vereinzelt die Komplikationen 
und die Ursachen der Misserfolge. Er un- 
terstreicht nacheinander die Schwierig- 
keiten der Diagnose, der Anatomo-Patho- 
logie, und bespricht das Auseinanderlaufen 
der klinischen und Radiographischen Er- 
folge, die Rolle und die Dauer der Immo- 
bilisation, die sklerésen Formen, das Roént- 
genbild, die Formen mit dauerhaftem 


Fieber. 


SCHLUSSFOLGERUNG 


Diese Operation ist vortefflich bei 
frischen Formen beim Kinde und Erwach- 
senen, schlecht bei alteren Fallen, und 
bleibt eine ernste Intervention welche man 
nicht irgendeinem anzuvertrauen vermag. 
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Seccion en Espanol 


Oclusion Intestinal Aguda por Hernia Crural 
Via de Acceso Media Subumbilical 


(Intestinal Occlusion by Crural Hernia: 
Subumbilical Approach) 


OCTAVIO MONTANEZ M., M.D. 
MEXICO D. F., MEXICO 


en 45 a 50 por ciento de los casos por 
una hernia externa. Esta! es, pues, 

su causa mas frecuente. 
Aun cuando la variedad inguinal con- 


ie oclusién intestinal aguda es causada 


Read at the Tenth International Congress of the Interna- 
tional Co‘lege of Surgeons, México D, F., México, Feb. 24-28, 


1957. 
Submitted for publication July 12, 1957. 


On the basis of his observation 
that in 45 to 50 per cent of cases of 
intestinal obstruction the cause is an 
external hernia, especially of the 
crural type, the author discusses this 
relation and its implications, point- 
ing out that the mortality rate from 
strangulated crural hernia ranges 
from 20 to 30 per cent and the recur- 
rence rate 10 to 20 per cent. He de- 
scribes various approaches to the 
crural hernia and the difficulties as- 
sociated with each. The advantages 
offered by the subumbilical, medial 
or paramedial approach are enu- 
merated and the operative technic 
described. The results obtained in 
personal cases are given; there were 
no deaths due to the operation and 
no recurrences of the hernia. The 
author considers the technic worthy 
of the attention of other surgeons. 


stituye un 80 por ciento de todas las her- 
nias, la crural se estrangula de 8 a 10 veces 
mas frecuentemente que la inguinal. De 
cada 10 hernias estranguladas, 4 son cru- 
rales. 

Por otra parte, tenemos que de un 25 a 
un 40 por ciento® de las hernias crurales 
se obstruyen o se incarceran y dan, conse- 
cuentemente, un cuadro abdominal agudo. 

En el presente trabajo no nos ocupare- 
mos de las medidas no quirtrgicas, tales 
como la succién del contenido gastrointes- 
tinal, la administraci6n de liquidos y elec- 
trolitos, las transfusiones de sangre, 
plasma y proteinas, etc., medidas que son, 
sin duda, de la maxima importancia en el 
tratamiento de las oclusiones intestinales. 

Nuestro propésito es dar a conocer una 
via de acceso a la hernia crural que con- 
sideramos como el procedimiento ideal 
para la mayoria de los casos. Creemos que 
el uso mas extendido de esta via contri- 
buira a hacer descender las cifras de mor- 
talidad y morbilidad operatorias, asi como 
a reducir el numero de hernias reprodu- 
cidas. 

No siempre el tratamiento quirurgico 
en la hernia crural estrangulada se insti- 
tuye con la prontitud debida, por varias 
circunstancias : 

1) La paciente ignora, frecuentemente, 
que tiene una hernia. 

2) Los sintomas pueden no ser, al prin- 
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cipio, alarmantes. 

3) Algunas veces la hernia crural pasa 
desapercibida a la exploracién fisica, par- 
ticularmente las hernias pequefias en per- 
sonas obesas, 

4) En ocasiones se intentan maniobras 
para reducir la hernia, sin éxito casi 
siempre, debido a la anatomia del canal 
crural y a las particularidades del saco 
herniario. De hecho, estas maniobras 
pueden ser — y con frecuencia son — no- 
civas. 

A la fecha, los resultados del trata- 
miento quirtrgico de la hernia crural 
estrangulada no son satisfactorios porque. 

1) La mortalidad operatoria, salvo en 
algunos reportes excepcionales, es del 
orden del 20 al 30 por ciento, y ain mas 
elevada. 

2) La hernia se reproduce en un 10 a 
20 por ciento de los casos y puede entonces 
dar origen a una nueva estrangulacién 
que sera mas difcil de tratar que la pri- 
mera. 

A pesar de todo ésto, se observa cierta 
complacencia de parte de los cirujanos, 
quienes siguen empleando los procedi- 
mientos habituales, sin preocuparse por 
encontrar alguno que lleve a obtener mejo- 
res resultados, tanto inmediatos como a 
distancia. 

Son de uso corriente dos vias de acceso, 
la crural y la inguinal que, desde luego, 
solo permiten intervenir de un lado y que, 
no obstante su amplia difusidn, son ana- 
t6mica y quirtrgicamente incorrectas. 

Via Crural.—La via de acceso crural, 
femoral o baja, tiene los siguientes incon- 
venientes : 

1) Se llega—o se trata de llegar—al 
cuello del saco por el punto mas distante. 

2) Es técnicamente dificil—o aun im- 
posible—suturar el ligamento inguinal de 
Poupart a la cintilla ileo-pectinea de 


Cooper, pues de hecho se esta intentando 
penetrar a un embudo por su parte mas 
La mayor parte de las veces 


estrecha. 
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se toma—aun de buena fe—la fascia de 
recurbrimiento del musculo pectineo por 
el ligamento de Cooper y, desde luego, es 
claro que esta aponeurosis carece de la 
resistencia necesaria para mantener una 
buena coaptacidén. 

3) La arteria obturatriz de curso ané- 
malo—presente en un 25 a 30 por ciento de 
los casos—es dificil de ver, y aun mas 
dificil de ligar, en caso de ser lesionada 
al incindir el ligamento lacunar de Gim- 
bernat. 

4) La viabilidad del intestino es muy 
difcil de establecer si se esta trabajando 
a la altura del tercio superior del muslo. 

5) La anastomosis intestinal, en caso de 
hacerse necesaria, es sumamente laboriosa, 
pues que hacer todavia mas tracciones 
sobre las asas del intestino. 

6) Es dificil, y peligroso, hacer pasar 
las asas anstomosadas a la cavidad abdo- 
minal a través del canal crural, 

7) A pesar de loqque se podria suponer 
en contra, si se dafia de alguna manera el 
mecanismo del canal inguinal, pues apa- 
rece una hernia inguinal directa en un 7 
por ciento de los operados de hernia crural 
por via baja.* 

Via Inguinal.—La via de acceso ingui- 
nal, alta, de Annandale, de Lotheissen, etc., 
a pesar de su amplio uso es también inade- 
cuada porque: 

1) Lesiona directamente el mecanismo, 
hasta entonces intancto, del canal ingui- 
nal, y determina la aparicion posterior de 
una hernia inguinal directa, como conse- 
cuencia del dafio causado a la pared pos- 
terior del propio canal. 

2) El reconicimiento de la viabilidad 
intestinal es dificil. 

3) La confeccién de la entero-enteros- 
tomia se hace a tensidén. 

Via Abdominal.—Esta via de acceso 
para la hernia crural, ideada por los ciru- 
janos Sir G. Lenthal Cheatle*» y A. K. 
Henry,* con incisién infra-umbilical media 
0 paramedia, no tiene los inconvenientes 
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mencionados para las otras dos y en cam- 
bio tiene las siguientes ventajas: 

1) Permite intervenir sobre ambos anil- 
los crurales por una solo incisién. A este 
respecto hay que recordar que la hernia 
crural es bilateral en 20 por ciento de los 
casos. 

2) El campo operatorio es magnifico. Se 
obtiene, como dice el propio Henry** “una 
admirable exposicién del anilli crural, tal 
como si se tratara de una pieza preparada 
para una demostraci6n de anatomia.” 

3) La vena iliaca externa, que a este 
nivel cambia de nombre a femoral, queda 
a la vista y a salvo de ser herida durante 
las maniobras operatorias. El tenerla 
siempre a la vista impide que se coloquen 
puntos de sutura que la constrinan y 
puedan causar una trombosis postopera- 
toria, 

4) Una arteria obturatriz anomala se 
ve vy se liga facilmente. 

5) La liberacién de la constriccién del 
saco se hace bajo el control de la vista y 
con entera seguridad. 

6) El saco herniario es ligado tan alto 
como se desee. 

7) La decisién sobre la viabilidad del 
asa estrangulada es facil de tomar. 

8) La reseccién y anastomosis, cuando 
estan indicadas, se hacen En Condiciones 
Ideales por esta via abdominal, sin restira- 
mientos del mesenterio, con amplia movi- 
lidad de los cabos y facil reintegraci6n 
a la cavidad general. 

9) La sutura del ligamento inguinal de 
Poupart a la cintilla  ilio-pectinea de 
Cooper se hace bajo el control de la vista 
y el tacto. Se logr, pues, cerrar el anillo 
crural sélidamente. La sutura termina a 
una distancia tal de la vena femoral que 
ni la constrifie, ni deja espacio excesivo 
entre ella y el punto mas lateral o externo 
de la sutura. 

10) Si se juzga necesario, y las condi- 
ciones del paciente lo permiten, se puede 
ampliar la incisién peritoneal para revi- 
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sar y tratar—dado el caso—lesiones intra- 
abdominales coexistentes. 

11) La seguridad con que se hace la 
sutura, y la solidez final de la misma, per- 
miten la movilizacién y ambulacién tem- 
pranas que, por lo general, son de la mayor 
importancia en el tipo comun de pacientes 
des hernia crural. 

Tecnica Operatoria. — La paciente es 
colocada en dectbito dorsal, con las rodil- 
las flexionadas, y en posicidn moderada 
de Trendelenburg. La mesa de operacio- 
nes se inclina un poco lateralmente hacia 
el lado sano. Esto hace que las visceras 
abdomino-pélvicas se alejen del sitio de la 
estrangulacién. 

E] cirujano se situa en el lado opuesto 
al de hernia, como si fuera a hacer una 
laparotomia. 

Se hace una incision sub umbilical me- 
dia, o para-media, hasta peritoneo Exclu- 
sive, Se desliza suavemente la mano desde 
la linea media hacia afuera y hacia abajo 
en el plano extra-peritoneal hasta descub- 
rir la fascia iliaca. Este despegamiento 
no ofrece ninguna dificultad. El peritoneo 
desplazado se protege con compresas. 

Se colocan dos separadores manuales de 
hoja larga (de Deaver, por ejemplo). El 
inferior, que es el instrumento mas impor- 
tante en la operacién, tiene por misi6n 
desplazar la pared abdominal hacia ade- 
lante, hacia abajo y hacia afuera. Su 
extremidad debe llegar hasta los vasos 
epigastricos profundos. E] otro separa- 
dor, colocado mas arriba, desplaza la pared 
abdominal hacia afuera. 

En este momento se identifica el diver- 
ticulo peritoneal herniario que entra al 
canal crural. Es facil liberar toda la cir- 
cunferencia del saco herniario. 

Son perfectamente visibles, ademas del 
saco, el ligamento lacunar de Gimbernat, el 
inguinal de Poupart, la cintilla iflio-pecti- 
nea de Cooper, la fascia pectinea y la vena 
iliaca externa, que, a este nivel, se con- 
vierte en la femoral, como queda dicho 
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mas arriba. 

En caso de existir una arteria obturatriz 
anomala, se procede a ligarla inmediata- 
mente. 

De el volimen y reductibilidad del con- 
tenido del saco herniario depende el que, 
para hacerlo pasar a través del anillo cru- 
ral, se tenga que resurrir a uno de estos 
tres artificios: 

1) Hacer una ligera traccién sobre el 
saco, hacia arriba. 

2) Hacer un corte en el ligamento de 
Gimbernat. 

3) Seccionar el ligamento de Poupart, 
cerca de la espina del pubis. Este es un 
procedimiento de excepcion. 

En todo caso, nunca se deben hacer trac- 
ciones que puedan dafiar el contenido del 
saco, especialmente si se trata de una asa 
intestinal. Igualmente, hay que evitar con 
todo cuidado que el liquido de exudado 
pase a la cavidad peritoneal. 

Una vez liberado el saco, y debidamente 
protegido el campo, se procede a incin- 
dirlo y a exteriorizar el contenido, que se 
recibe en compresas himedas calientes. Se 
deja transcurrir el tiempo necesario para 
estimar la viabilidad del intestino. Cual- 
quier tratamiento que amerite el contenido 
herniario es incomparablemente mas facil 
y seguro de hacer, sobre todo una entero- 
esterostomia, a través de una incisiOén ab- 
dominal subumbilical. No hay tensiones 
innecesarias. Se Trabaja En Condiciones 
Ideales. 

Una vez terminado el tratamiento del 
contenido, se reseca éste y se cierra la 
brecha peritoneal tan arriba como se 
quiera y sin ningtn riesgo de dejar un 
diverticulo peritoneal, que pueda ser el 
origen de una nueva hernia crural. 

Se procede a obturar el canal crural 
mediante puntos separados de material no 
absorbable. Hemos usado hilo de lino 
No. 4, 0 bien seda en madeja. Se colocan 
puntos separados—tres a cinco—que unen 
el ligamento de Poupart a la cintilla ilio- 
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pectinea. Hacia adentro se incluye en la 
sutura el ligamento de Gimbernat. El 
punto mas lateral, o externo, se lleva hasta 
la vecindad inmediata de la vena iliaca 
externa, obturando asi total y _ precisa- 
mente, el anillo crural. 

Se regresa el paciente a la posicién hori- 
zontal y se cierra la pared por planos. 

Resultados.—Hemos operado diez® casos 
de hernia crural por esta via de acceso 
sub-umbilical de Cheatle Henry. 

En nuestra serie hubo nueve mujures 
y un hombre. 

De los diez casos, en tres la hernia era 
reducible, en otros tres incarcerada y en 
los cuatro restantes estrangulada. 

Se practicd reseccién intestinal con 
entero-enterostomia término-terminal en 
dos casos. Se hizo reseccién cuneiforme 
de una pequena area del borde intestinal 
antimesentérico en dos casos (hernias de 
Richter). Se resecd un segmento de 
epiplon trombosado en dos casos, Final- 
mente, se hizo nada mas reduccién del 
contenido del saco en cuatro casos. 

No hubo mortalidad operatoria en esta 
serie. 

No hay hernias reproducidas en nuestros 
operados. El mas reciente tiene veinte 
meses de haber sido intervenido. 

En un caso hubo infeccion de la herida 
operatoria que, aunque no revistid gra- 
vedad, demor6é dos semanas la estancia de 
la enferma en el Hospital. 


SUMARIO Y CONCLUSIONES 


1. La oclusién intestinal es causada en 
casi la mitad de los casos por una hernia 
externa. 

2. De cada diez hernias estranguladas 
cuatro son crurales. 

3. Se sefalan algunas de las causas que 
posponen la intervencién del cirujano en 
las hernias crurales estranguladas, 

4. Actualmente, la mortalidad por her- 
nia crural estrangulada es de 20 a 30 por 
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ciento y la frecuencia de reproducciones 
es de 10 a 20 por ciento. 

5. A pesar de estos resultados no satis- 
factorios, se siguen empleando casinexclu- 
sivamente la via inguinal y la via crural 
para el tratamiento de la hernia crural, 
estrangulada o no Se mencionan los in- 
convenientes que tienen estas dos vias de 
acceso. 

6. Se ennumeran las ventajas que tiene 
la via de acceso subumbilical, media o 
para-media, y se describe la técnica opera- 
toria. 

7. Se presentan los resultados obteni- 
dos en diez casos personales, en los que 
no hubo mortalidad operatoria ni repro- 
duccién de la hernia, en pacientes tratados 
por esta via. 

8. Pensamos que el procedimiento me- 
rece ser meditado® y puesto en practica 
por un mayor nimero de cirujanos en 
México. 


Sir William Fergusson (1808-1877), surgeon of the Royal Infirmary in Edin- 
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burgh and later Professor of Surgery at King’s College Hospital, London, was one 
of the most brilliant and successful operating surgeons of all time. Between 1828 
and 1864 he operated 400 times for harelip, with only 3 failures, and 134 times for 


cleft palate, with 129 successful cases. 


F.1.C.S. (Hon.) 


Sir Thomas Spencer Wells (1818-1897) was a surgeon at the Samaritan Hospital, 
London, and the inventor of Spencer Wells’ forceps. 


—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), 
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Editorial 


Letheon: 


The Cadenced Story of Anesthesia 


In living, all of us have suffered pain, 
thus sharing intimately with each other 
tense experience of that not-us, 

and thus becoming one 

through feeling in ourselves 

what others may have felt 

So much is pain! 

Like death, it is for all of us, 

but since it’s not the end, 

there is the hope 

that there shall be no pain. 

Ah, that it might be so! 


In pausing now to think of those, who 
through 

the long and troubled years have shown 

the many ways to still the birthright wail 

of pain we suffer when we’re sick, 

to stop the anguish of the probing knife 

which mercifully cuts away 

the gangrenizing part which kills or 
maims, 

we have the pageant of our past to scan. 


So that we may the better keep 

in honored memory all who made 

some hurt for us the less,— 

too many may remain unnamed,— 

now let us hear again 

the what, the when, the where, the how. 


So shall we justify a time of looking 


CHAUNCEY D. LEAKE, Ph.D. 
SAN FRANCISCO, CALIFORNIA 


During the forthcoming months of 
1959 and as long thereafter as pos- 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be occupied by 
presentations of rare and extraordi- 


_ nary historic value, the lectures pre- 


sented at the International Surgeons’ 
Hall of Fame on medical and surgi- 
cal history from the earliest recorded 
achievements to those of our own 
times. We believe that Journal read- 
ers who were not able to attend the 
lectures will find them as exciting as 
did the audiences present at their 
delivery. The story of progress in 
the healing arts and the giants of 
medicine and surgery to whom we 
owe the amazing brilliance and 
scope of modern achievement is in- 
trinsically thrilling and is a vital 
part of the education of every cul- 
tivated man and woman, inside or 
outside the profession. It is al- 
together fitting that it should appear 
in these pages, since the Interna- 
tional College of Surgeons is first, 
last and always a teaching institu- 
tion. 


that, turning forward, we may find 
and keep the path to its prevention. 


backward, 
even on relief of pain, 
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For pain’s not conquered, nor can it be, 
until we lose adaptiveness in sense 
and in response to that which is not-us. 


So bearing pain, relieving what we can, 
let us learn patiently the gentle way, 
firm to prevent such anguish as we may. 


What myriads have suffering lain in 
patience 

while they sought surcease: 

the fallen tree-men, 

fang-ripped hunters, 

spear-pierced warriors, 

stone-crushed builders, 

all the hungry, 

all the beaten and oppressed, 

all the fearful with their head and heart 
aches,— 

these the healers tried to help. 


Some bolder shaman may have understood 
enough of pity to have tried to operate 
upon a tribesman, who had been knocked 


out 
in fighting, or by accident, or purposely ! 


Everywhere men tasted this or that 

in seeking what they might with safety 
eat, 

and learned what each might do 

to bowel or head or heart. 

What cooled the fiery, painful skin they 
noted, too, 

and learning, treasured deep and long in 
memory. 

So when desire rose to alter bowel, 

to dull the ache of head or heart, 

or soothe the flushed and irritated skin, 

remembrance showed the way. 


What Bacchic genius first found joy in 
fruit juice 

worked upon by warming sun? 

Each tribe preserved the mythic hints 

of earthy Dionysian secrets, 

which suggested peace from frenzied 
want. 
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Peace came with wines and human 
sympathy. 


The soothing voice and touch came first, 
then food, and oily balm, 
then skill, as taught by Imhotep, 


- to set the broken bone, 


to calm the fiery skin,— 

the quiet hand of Susruta, 

the cooling lotions of Egyptian priests, 

the wine Hua-Tu devised to stupefy with 
hemp, 

the skillful pressure on the nerves 

and vessels to a limb, 

or on the ones still called carotids, 

arteries of sleep which pulse in neck,— 

the Scythian hemp, the Memphic stone, 

the sama of Hebraic surgeon-priests, 

the Persian wines, 

the temple-sleep in ancient Greece, 

the vinegars of crucified,— 

all these were known somewhere 

to dull the hurt of injury. 

And some were used to blunt the senses 

when the healing priest performed his 
rite, 

or cut away the cancer or the rotted part 

with stone or bronze scalpel. 


The wines and beers themselves were 
early found 

to be of comfort in an agony, 

and to them many herbs were added 

by the priestly surgeons everywhere: 

the lotus, lettuce, mandrake, poppy, 
dock, 

the henbane, hemlock, hellebore and 

hemp, 

verbena, primrose, myrrh and 
frankincense, 

the deadly nightshade, garlic, bhang, 

datura, mulberry and rue,— 

and half around the world, 

where men learned also,— 

kava, mescal, coca, and tobacco,— 

these and many more kept secret, 

unidentified, 
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comprise the ancient anodynes. 


By words, by pictographs, 

by writing on clay tablets and papyrus, 
was the lore preserved, 

and memory enlarged. 


The names of wise physicians 

came to be remembered: 

Greek Hippocrates, 

who so well told of fainting fits, 

how best to heal a broken bone, 

and so no harm; 

and Dioscorides, 

the surgeon, who, in Nero’s time, 

brought all the lore of drugs together 

for a classifying, 

each identified, discussed, 

for preparation and for use. 

He said, of mandragora, 

“Some there are who boil the root in wine, 

to give a glass in want for sleep, 

or yet before an operation with the knife 
or cautery, 

that they may not be felt.” 

Here then is clearly note of anesthesia: 

he even used that word! 


The Roman Celsus wrote of tears of poppy, 
made in pills with saffron, myrrh and rue: 
a cooling anodyne to dim the flashing pain. 


In the Middle Ages little surgery 
survived. 

Folk-lore on pain relief condensed 

into the spongia somnifera, 

which Theodoric used : 

“Take opium, the leaves of mandragora, 

ivy, seeds of dock, 

the juice of mulberry, henbane, hemlock, 

and boil within a sponge, 

which hot apply before the nose of him 
who will be cut, 

until he falls asleep, then use the knife.” 


Salernan Nicholas preserved the recipe, 
and many surgeons tried the sponge with 


EDITORIAL 


wine 
to dull the hurt they knew 
their knives or cauteries would cause. 


Gilbertus Anglicus plied potent drafts of 


opium, 


but they were dangerous. 

The skill of Guy de Chauliac was reversed, 
but it was nullified by pus. 

The war-won wisdom of Paré 

revealed how helpful gentleness could be, 
if it were blended well with skillful 


surgery. 


So British Clowes and German Wurtz 
strove 

in imitation of Paré 

to lull the shrieking battle misery. 


But all were baffled by the grinding agony. 
Performing dextrous feats of surgery, 
they had but death to offer 


when their pity cried to put an end to 


pain. 


Rebellious Paracelsus wrought a minor 
miracle 

in urging his peculiar “laudanum,” 

which he extracted from the poppy juice 
with wine, 

and kept a secret. 

Yet it soothed much anguish. 


Still stronger “spirits” got by mystic 

Arab ritual, 
when patiently distilled from potent wines, 
more quickly gave a sort of anesthesia, 
thus blasting hopes of alchemists 
for life’s elixir. 


Now there came that brilliant Rhineland 
youth, 

Valerius, the son of Cordus, 

humanist and scholar. 

He distilled the biting wine 

with sour oil of vitriol, 

with care describing every step, 

and found a sweetened oil of vitriol, 


which, clear like water, 

nonetheless evaporates more quickly, 
makes saliva flow, and which 

as Paracelsus said, is safe, 

for chickens drinking of it fall asleep, 
to wake unharmed. 


Thus was ether made, its actions noted 
rightly 

three long hundred years before another 
youth 

deliberately dared to use it 

for relief of pain in surgery. 

Some hinted, after Froben named it 
ether, 

how it might be used to stop the suffering 
surgeons caused. 

Some saw, like Turner, how it might be 
sniffed 

to ease an ache, or painlessly pull teeth. 

Yet none paid heed, or tried. 


Yet Cordus, coolly scorning wishful 
dreams of alchemy, 

had paved a way for chemistry. 

Von Helmont, studying bubbling grape 
juice, 

found a vapor rising, named it gas 
sylvestre, 

vaguely sensed it was important for the 
ways of life. 

Soon Boyle disclosed the properties of 
airs. 

John Mayow, Joseph Black described new 
kinds. 

Then Priestley, while defying mobs for 
freedom’s sake 

and finding safety on the Susquehanna, 

made new gases, 

one called oxygen by French Lavoisier, 

another to be known as nitrous oxide, 

both to be well used to ease distress and 
pain. 


Lavoisier found oxygen the key to fire of 
life, 
and with his wife, 
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well measured what amount we need, 
and what is formed from what we use. 
And in the Age of Reason, 

men beheaded him. 


Many men thus added bits of knowledge 


_ to our precious store, 


while others bled in searing pain and 
sweat 

to suffer and to die 

for liberty in learning and belief. 

When will we understand 

that torture never can compel belief, 

or that sadistic pain, deliberately 
inflicted, 

is itself anguish to conscience, 

a disease? 

What do we know of stopping pain, 

when, rationalizing, we release 

such floods of it 

in war and violence? 


Meanwhile, in following Harvey’s 
stimulus, 

there came the gradual appreciation of 

the circulation of the blood 

and its relation to the respiratory cycle. 

Thus Elscholtz found that sleep and pain 
relief 

occur when opium solutions are 

infused in veins, 

and there were many trials at blood 
transfusion. 


Exploiting growing interest in gases, 

Thomas Beddoes built at Clifton, England, 

a Pneumatic Institute 

for treating lung disease by inhaling 
vapors. 

There he brought young Humphry Davy 

to direct experiments. 

He was energetic, building measuring 
tanks for gases, 

spending patients hours 

learning what the gases do when 
breathed. 


When he inhaled some nitrous oxide 
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he observed its pain-relieving power 

for his aches of teeth and head, 

and noted how it makes one want to laugh 
and dance, 

perhaps by blocking inhibitions. 

People called it “laughing gas” 

when it was talked about by Davy’s fluent 
friends, 

Coleridge, Southey and Roget, 

and Gilray made a funny picture of its 
naughtiness. 


In Berne, meanwhile, Albrecht von Haller 
studied sensibility, 

defined what irritation means, 

and started thus an understanding of 

the mystery of pain. 


Now Davy, writing well of nitrous oxide, 

said it might be used for pain relief in 
operations. 

None paid heed. 

Yet William Barton’s Philadelphia thesis, 

following Davy, may have inspired 

showmanship of “laughing gas” 

in frolicking for thrills. 


Some scientist then boldly said that 
ether, 

made by Cordus long before, 

would also make the one who breathed it 
feel no hurt. 

Again no one paid heed. 


The sober sense of scientists stirred 
no one. 
Plenty knowledge was at hand, 
but to no purpose. 
Urge and dreams, romantic hope, 
now had to dramatize 
the long, long need for pain relief, 
so commonplace, that all forgot it 
when the way to meet it had been found. 


John Elliotson attempted hypnotism 
to block the pain of surgery, 
while Esdaile claimed success in India, 
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Braid in London, with suggestion. 
But it was uncertain; 
no one thought it much. 


Now Friederich Serturner, 

young pharmacist of Paderborn, 

extracted with ammonia from the poppy’s 
juice, 

some white and potent crystals, 

which he found, 

by trial upon himself and dogs, 

would cause some pain relief and sleep. 

This active chemical 

with constant properties, 

the first one to be isolated from a 
natural source, 

was named morphine, from the Roman 
god of sleep. 

Since it is uniform, and does not vary, 

it was found by French Magendie that it 
could 

be used with dose precise for such effect 

as one might want. 


Thus, with his Paris friends, 
Magendie brought the alkaloids 
to medicine. 


In Shropshire, England, 

Henry Hickman sought a way 

to stop the pain 

when he would try to operate. 

He was too kind, 

too gentle for the work he had to do. 

He found that carbon dioxide, 

the gas Lavoisier removed from lungs, 

would stupefy. 

He operated with it on his dogs, 

reporting on “suspended animation.” 

None paid heed. 

French scientists flashed interest for 
awhile, 

but nothing practical came forth. 


Romantic Hickman killed himself, 
frustrated by the failure of his urge. 
Indeed, the confirmation of his finding 
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anesthetic power in carbon dioxide 
only came a century later, 

when Ralph Waters in Wisconsin 
marveled with us that ’twere so. 


Thus now there was the knowledge and 
the urge: 

the way to bring the two together still 

was to be found. 

This called for art, for skill and 
judgment, which 

would make a demonstration clear to all. 


The scientific effort showed what would 
anesthetize, 

the knowledge which could be applied 

in order to achieve 

the purpose urgently desired. 

But still the know-how must be found,— 
the engineer, the artist, dramatist, 

who could successfully adapt 

the knowledge to the purpose. 


Soon the trials began. 
Success was favored in frontier demands 
for practicality. 


In Boston, Collins Warren thought 
of ether inhalations for relief 

in pulmonary inflammation, 

and many younger medicos had learned 
to sniff at laughing gas and ether 
for a frolic. 

William Clarke of Rochester 

was one of these. 

His sympathy for pain 

in toothache in his fianceé 
suggested ether sniffing while 

the tooth was pulled. 

No pain was felt. 


But Clarke thought little further on it, 
and 

said nothing more about it. 

Yet, he’s used the ether first for 

pain relief in surgery! 


In Georgia, somewhat later, Crawford 
Long, 
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just back from Philadelphia, where 

he learned restraint in medical affairs, 
amused his friends one winter night 
with sniffs of ether, 

when they failed to find 

some nitrous oxide for a laughing jag. 
They had a gay affair, 

and some were bruised, 

but felt no hurt, 

as Long observed. 

Hence, soon he used the ether surgically, 
removing tumors from old Venable’s neck 
(two dollars charge for surgery, 

a quarter for the ether), 

thinking nought of telling others, 

saying nought of what he’d done, 

till others showed the way to do it. 


Two years later, Hartford’s Horace Wells, 
a young and modest dentist, 

saw-the Gardner Colton well-staged show 
of laughing gas. 

The subject bruised himself, 

but felt no hurt. 

Next morning Wells had Colton give 

him nitrous oxide, while John Riggs, 

a colleague, pulled a tooth. 

There was no pain. 


Wells used the nitrous oxide right away 
in practice, pausing not 

to study how to give it best, 

but urging all excitedly to try it. 

He considered other chemicals also, 
and told his partner-pupil what he did. 


This pupil, William Morton, was 
aggressive. 

Wells, in Boston, asked 

the best known surgeon, Collins Warren, 
to permit 

a demonstration for his staff 

at famous Massachusetts General Hospital. 

Here the best of newer medicine 

was practiced. 

Trained in Paris by the masters, 

Louis and Magendie, 
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many Boston medicos were critical 
and cautious. 

Wells was brash. 

He did not know precisely how 
much nitrous oxide patients must inhale 
to be insensible to pain. 

His boyish subject screamed: 

the crowd then jeered at Wells, 

and called him humbug. 


He retired chagrined 

that he had failed to demonstrate 

what could be done so easily 

to stop the pain of surgical procedures. 

This fiasco Morton watched. 

A student in the School of Medicine, he 

was also making sets of teeth 

and practicing at dentistry. 

With Wells, he had developed new 

and better dental solders, aided by 

erratic Charles T. Jackson, his preceptor, 
who 

was chemist, scientist, geologist, 

and who had claimed the credit for 

telegraphy from Samuel Morse. 


Now Morton tried with Wells to sell 

their better dentures in a larger way. 

But fear of pain in pulling rotted teeth 

kept customers away. 

And Morton was not satisfied with 
laughing gas, 

and he and Wells drifted apart. 


It was a restless age. 

Depressions stirred unrest, and men 
moved west, 

from Europe to the States, 

and on to California, Oregon and Texas. 

Wars arose, and gold was sought. 

It was a time of vicious competition ; 

none afforded generosity, nor could. 


Young Morton was ambitious; he had 
married. 

He pushed to puff his reputation as 

a dentist, sought an easy painless way 
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to pull a tooth, and snatched at any hint 
which came from Jackson. One, to put 
some ether on the aching tooth, he tried, 
and then he thought to give enough 

by inhalation to prevent 

whatever pain might be, 

however long the operation. 


Experimenting feverishly on animals at 
home, 

on patients in his office, he 

soon learned the dose to use. 


He wangled Collins Warren for 

an invitation to appear before 

the Boston surgeons in the same 

old amphitheater where Wells had failed, 
and there to try to demonstrate 

his new invention which could blunt, 

he thought, the biting edge of pain. 


One may wonder whether Morton realized 

what he proposed to do. 

We know with what compassion Hickman, 
Long, 

and Wells had sought to mitigate 

the piercing agony of surgery. 

Was Morton cold and merely striving for 

success and all that fame could bring? 

Some touch of pity must have stirred him 
when 

he saw the racking pain at operation. 


It usually required four strong men 

to hold a patient when the surgeon’s knife 

approached. 

Though stupefied with opium or drunk 
with gin, 

the patients shrieked with anguish, 
groaned in agony, 

and struggled with convulsive misery, 

while sweat rolled from their blanched 

and fear-drawn faces, as the surgeons cut 

with lightning strokes, or racked an arm 
or leg 

in order to reset a bone. 


It was too much for most. 


=, 
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Calloused students vomited 

and could not stomach surgery, 

and only the most desperate or acutely 
injured 

would submit to operation. 

Pain was commonplace all over earth, 

evolving both with time and man. 

Yet with the hopes of freedom 

came a freshening dignity for man, 

and life became more precious as 

compassion grew beside religion,— 

to bring an end to slavery and pain. 


Yes, Morton must have known what he 
proposed to do. 


It seems that Morton understood that 
much depends 

upon the way that ether is administered. 

He tried a funnel-like inhaler, which 

was criticized by Doctor Gould, his 
landlord. 

Morton had a new improved inhaling flask 
prepared 


the very fateful morning when 
the demonstration was to be. 


His fellow students thronged the lecture 
room, 

excited at a chance to scoff again. 

The patient, Gilbert Abbott, thin and pale, 

was shown by Collins Warren, 

most respected of the surgeons. 

The doctors closed around to note 

the bulging tumor on the jaw. 

Hayward, Townsend, Henry Bigelow and 
Gould 

were there, in long street coats, as usual. 

The ritual of asepsis was not yet conceived, 

though Oliver W. Holmes, anatomist, and 
poet, 

who decried the dirt that caused infection 
in delivery, 

perhaps was in the room, 

to plan experiments which he described 
long afterwards. 


Morton failed to come at ten o’clock, 
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the appointed time. 

“As Doctor Morton has not yet arrived,” 

said Collins Warren, 

“T presume that he is otherwise engaged.” 

Just as a raucous laughter followed 
Warren’s jibe, 

young Morton entered out of breath 

from rushing up the several stairs, 

the new inhaler in his hands. 

He made his preparations while the 
doctors 

strapped pale Abbott to the red-plushed 
chair. 

Then Warren said, “Well, sir, your 
patient’s ready.” 

Morton coolly asked of Abbott if he were 
afraid. 

“TI feel,” said Abbott, “confident, 

and I will do precisely what you tell me to.” 

Then Morton had him breathe by mouth 

the contents of the flask. 


He flushed and twitched his arms and legs, 


as all had seen in ether frolics. 

At these signs in ether jags, 

the bottle was to be withdrawn, as learned 
texts advised, 

because the vapors might be harmful. 


Morton held the inhaler close to Abbott’s 
mouth 

for many tense and silent minutes, 

till he seemed to be asleep, with quiet 
breathing. 

Morton said to Warren, 

“Sir, your patient is prepared.” 

As Warren slashed with dextrous hand 
into the tumor, 

silence startled all. 

There were no shrieks, no violent strife, 

as usually occurred. 

There was merely quiet gentle breathing 

as in peaceful sleep. 

In silence and in awe they watched the 
Death of Pain 

and were convinced. 

Said Warren, “Gentlemen, this is no 
humbug.” 
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When the blood was washed away, and 
Abbott wakened, 

Morton asked what he had felt, 

and he was vague, remembering nothing. 

Morton did not tell what he had used. 

Next morning all of staid old Beston was 
excited, 

for the news was in the papers, 

and another demonstration had been made. 

Yet Morton did not tell what he had used. 


There was confusion. 

Morton was evasive. He talked anxiously 

with Warren, Bigelow and Gould. 

They knew that it was ether that he used, 

and they agreed that it was his invention. 

Warren years before had recommended 
sniffs 

of ether to relieve the hacking cough 

of phthisis, and diseases of the lung. 

He recognized what Morton used. 

Jackson, agitated, claimed a share of 
credit. 

He and Morton filed for patent, Morton as 
proprietor. 

They both desired fame and profit. 

All of those concerned were young, 

and though they sought the generous way, 

they had to get whate’er they could to live, 

and who was generous to them? 


The hospitals refused to use the new 
procedure, 

until Morton, showing overmuch concern, 

assigned a license to them. 

Then he said that he intended merely to 
prevent abuse, 

by patent right, but he sought license fees 
alike 

from hospitals and dentists. 


Of publications, first Smilie’s note 
appeared 

upon insensibility from vapor of an ether 
opium mixture. 

Then there came the famous article by 
Bigelow, 

reporting on the demonstration, 
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but admitting his own failure to produce 

insensibility through ether by itself 

(perhaps the sample used was old, 
impure), 

thus adding to the dark confusion. 

He reviewed the past accounts of ether 
inhalations, 

where the dangers were observed, 

described the several operations with the 
Morton method, 

noting well the various imperfections, 

due, as we think now, to lack of knowing 

what the dose-effect relations are, 

concluding with a note in which he 
justifies 

the claims for patent through desire to 
prevent abuse. 


Then promptly Morton mailed a circular 
around, 

and gave the name of ‘“‘Letheon”’ 

to what he had prepared. 

But still he did not tell what he had used. 


Then J. F. Flagg protested well the patent 
claim 

and there was sharp debate, 

which Philadelphia doctors joined. 

Condemned by some, 

by many thought too dangerous, 

as Wallace in New York disclosed 
explosibility, 

the Letheon was tried, 

and judged increasingly effective. 


Much more surgery was done. 
Admittedly the ether fostered skill, 
and more was used, 

dispute maintaining interest. 


Now Jackson sought the credit for 
himself, 

and wrote to scientists in France, 

was false to Morton, never mentioning 
him by name. 

Already Robert Liston had success in 
London 
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using ether in an amputation, 

but the patient died from fever, 

making Joseph Lister think of how to 
stop the sepsis. 

Thus the word of ether spread, 

and much discussion rose 

in public and professional press. 

In Russia, Pirogoff devised new ways 

of giving ether, while in France 

debate occurred about its value. 

Wells in Hartford was disturbed 

and pressed his claims for nitrous oxide. 

In the midst of winter storms he made 

the rough long ocean trip to London and 
to Paris, 

but to no effect. 

He had no influential friends, 

was young, impetuous, 

and could not warm 

the cold austerity of scientific smugness. 


Morton sent around a flood 

of advertising tracts prepared with skill, 
containing many words from friends, 
among them being some from Holmes 
reviving “anesthesia” as a proper term 
describing well the new technique. 
Morton also wrote with care and dignity 
for benefit of scientists in France, 

but Jackson’s notes and influence 

and Wells’ visit were against him. 


Laughing at the interest 

in ether, shrewd French surgeons 
used it well and paid no heed 

to rival claims for fame. 


No system was at hand to aid 

the orderly development of drugs; 

Indeed, such major efforts with new drugs, 

as are so commonplace today, take their 
example 

from success obtained when E. R. Squibb 
produced, 

in inexpensive bulk, an ether 

standardized for inhalation anesthesia. 

In Morton’s time there was confusion over 
ether. 
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Some used “chloric ether,” which we now 
believe 

was ethylene chloride, not uniform in 
quality 

nor suited for anesthetizing. 

Sulphuric ether, as first made by Cordus, 
had to be 

prepared with care and purified, 

as Morton learned from Jackson, 

if successful anesthesia were to be secured. 


With each determined tensely on 

his own ambitious glory-hunt, 

without a chance at reconciliation, 

Morton, Jackson, Wells, 

the three who had been friends, 

became the bitterest enemies, 

when there was fame and means 

enough for all to share. 

The controversy stormed through years 
. of tragedy. 


While in New York, alone, 

Wells slashed his veins 

in shame of failure, 

when he realized his halting notes were 
unconvincing, 

when he knew he’d compromised himself. 


When patent profits failed, young Morton’s 
friends 

proposed a grant from public funds 

as recompense for public benefit. 

Discussion rose again, this time in 
Congress. 

Harsh and detailed arguments were made, 

reports filled many unconvincing pages, 

and many testimonials appeared for 
Morton. 

Truman Smith defended Wells, 

and Jackson had his say through Lord 
and Gay. 

Let credit be to Jackson, when 

he heard of Crawford Long, 

that he withdrew his claim. 


When Long, though needing funds, 
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refused consideration of the grant, 
debate in Congress ceased. 


In Edinburgh, James Young Simpson, 

seeking pain control in child-birth, 

found that ether would not do as well as 
he desired. 

It acts too slowly. 

Something rapid in effect he wanted, 

something powerful to meet the sudden 
cramping ache. 

For months he sought a better agent. 

Busy days left only time at night: 

around the great long table in the dining 
room 

he studied after dinner, testing many 
vapors 

on himself and Keith and Duncan, 

while their academic friends, 

attracted by the ground-floor lights, 

would visit with them. 

Sturdy Scot, and independent, 

Simpson, large of head but little-legged, 

already was in wordy argument 

upon obstetrical statistics and on pain 
relief. 


The Lancet fostered critical discussion : 

there was much on anesthesia, 

and Simpson watched the rival claims of 
Wells and Morton. 

He wrote much, the while he sought a 

better ether. 


Once he thought about a talk he’d had 

with David Waldie, chemist friend from 
Liverpool, 

who had advised a new 

and heavy liquid, chloroform. 

In a corner cupboard, Simpson found 

a sample which he had received 

some little while before. 

All the group excitedly inhaled its 
pungent fumes. 

When they awoke, from crashing on the 
floor, 

and hearing Simpson’s niece confess she 


was an angel, 


they agreed they’d found 
a better letheon than ether. 
So with promptness, Simpson learned the 


dose to use, 


compared the chloroform with what he 


knew of ether, 


tried it on his patients, 
found it worked as he desired, 
found it lightened the most burdensome 


deliveries, 


and he was greatly gratified. 


At once he published his reports. 
Then vigorous debate arose again, 
and long continued, 

on the merits of the letheonic drugs. 


Chloroform had been devised by Samuel 
Guthrie 


in New York some years before, 
and he observed its stupefying danger. 


Souberain and Liebig also made it, 

while Dumas in Paris standardized it. 

Flourens in experiments on animals 

remarked upon its anesthetic power 

several months before its value was 
revealed 

by Simpson’s demonstration. 

Channing’s brief for ether for the pains 
of labor 

was pedantic in the face of Simpson’s 

eager brilliance on chloroform. 


Indeed, the firm assuredness of Simpson 
was so weighty and convincing 

that the British presently displayed 

a preference for chloroform 

in every kind of operation. 


Obstetrics grew with Simpson’s 
chloroform. 

Amusing to us now, he drew upon himself 

the wrath of clergymen, who thundered 
that 

he dared attempt relief of pain 

in childbirth as decreed by God. 
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But he prevailed by silly argument 

that God Himself approved of anesthesia, 

since He had set the precedent by giving 

sleep to Adam at the birth of Eve. 

When later he was knighted, friends 
proposed 

a coat of arms, a naked babe, with motto, 

“Does your mother know you’re out ?” 


Victo dolore was the epigraph 

which Simpson chose in joy of doing. 

Simpson was articulate. 

He wrote convincingly, he had the facts. 

The tracts of Wells and Morton 

on the three anesthetizing drugs were 
weak 

compared with Simpson’s clear analysis, 

and Jackson’s later effort was no better. 


With Simpson’s stimulus, advance began 
in Europe. 

Om’nously and tensely, th’ approaching 
civil strife 

distracted what young scientists we might 
have had, 

and devastated utterly their intellects. 

Wells had killed himself, 

and Morton strove to vindicate himself 

*gainst Jackson, who was judged insane. 

Some chance announcement, praising 
Jackson, 

drove the angered Morton into fatal 
stroke 

in Central Park, New York. 

Impoverished by Civil War, 

Long died with dignity, 

his final act relieving pain in childbirth. 


Monuments were made for all, 

save Jackson, who does not deserve one. 

To commemorate the vict’ry over pain, 
there stands 

a shaft in Boston with little lettering 
upon it, 

since no one agreed on whom the fame 
should rest. 

Sly Holmes proposed to carve on it, 
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“To e(i) ther,” 
thus to close the argument. 


It was Warren’s weight, with Jacob 
Bigelow’s letter 

in The Lancet, which aroused the English 

to investigate the many ways of 
anesthesia. 

Steady patient toil resulted in John Snow’s 
reports, 

which gave details of doses and effects, 

defined “‘degrees of narcotism,” 

which later Arthur Guedel classified 

more helpfully in “stages.” 

Snow warned sharply of asphyxia, 

which he had studied previously. 

He made inhaling masks with valves, 

and soon become the first professional 
anesthetist, 

enjoving confidence of Queen and all. 


Then Thomas Nunnely began the 
systematic search 

of chemicals for pain-relief, 

and even noted ethylene. 

He also introduced the use of mixtures. 


- But his search was fruitless, 


as many others were to be. 


Snow’s pupil, Benjamin W. Richardson, 
renewed 

the systematic search of chemicals for 
pain relief. 

He introduced the ether spray 

for local cold to blunt the pain of minor 
surgery. 

The alcohols were studied, many 
hydrocarbons, too, 

and one, the gaseous ethylene, 

he found was safe, 

but no machine availed for giving it. 


When Clover made efficient gas inhalers, 

they were used for chloroform and ether. 

They later were improved by Hewitt, 

using cylinders for nitrous oxide under 
pressure. 
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Meanwhile in France, great Claude 
Bernard 

proposed a theory for narcotism, 

reversible coagulation of the protein of 
the cells, 

and emphasized the way 

that anesthesia may simulate asphyxia. 

He analyzed depression of the nervous 
system. 

He suggested morphine prior to inducing 
anesthesia. 

Oxygen he showed was needed to prevent 
asphyxiation. 


Nitrous oxide was revived by Gardner 
Colton, 

who had used it first for Wells, 

and who was wise, well-travelled, 
practical, 

but inarticulate. 

But Edmund Andrews of Chicago, 

adding oxygen, had made it safe. 


Now death from chloroform was 
frequent. 

Many chloroform commissions made 
reports on how it acts, 

by liver damage, vagal stoppage of the 
heart, 

and stropine came into use to paralyze the 
vagal ends. 


And then another anesthetic way was 
found. 

This came when Sigmund Freud resolved 
to treat 

a morphine addict by a nerve-stimulating 
drug 

to act against depression from morphine. 

He told his interne in Vienna to investigate 

the new-found drug, cocaine, 

which had been said to stimulate. 

The interne had another thought, 

as internes have. 

He wished to find a drug to place into 
the eye 

for pain relief in operating on a cataract, 
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where inhalation anesthesia is bothersome. 
As soon as he had put cocaine to tongue, 

as others did, the interne knew 

the numbness came from block of sensory 


nerves. 


Experiments on animals soon taught how 
much to use, 
and prompt success resulted in the clinic. 


Koller’s German note was read by surgeons 

round the world, and strong solutions of 
cocaine 

came into general use for local anesthesia. 

In Baltimore Halsted devised nerve block, 

and Corning made a way for spinal 
anesthesia. 

But cocaine was found to be addictive too, 

so stimulus was given to a search for 
something safer. 


Cocaine’s use for local anesthesia was 
not new. 

For how did Incan Shaman cut the skull 
away 

to get relief from pain of pressure 

from the crack of stones from battle 
slings? 

Maybe, as Moodie said, he chewed on coca 
leaves 

and let saliva drop on injured part 

the while he operated. 


Better drugs for local anesthesia were 
devised 

as soon as Willstatter had found 

the key to cocaine’s chemistry. 

Fourneau developed stovaine, 

Einhorn proposed procaine, and many 
more 

have been exploited speciously 

with profit factors weighing more than 
scientific. 

Schleich discovered that dilute solutions 

are effective, safe, while Braun 

adding epinephrin to constrict arterioles, 

prolonged the local action and reduced 

absorption. 


gare 


Koller had no part in this. 

He practiced long and well, 

New York’s own ophthalmologist, 

but gained no recognition for the vast 

relief from pain his finding brought. 

’Tis trite to say that someone else would 
have 

discovered local anesthesia right away if 
Koller hadn’t. 

He deserves some fame,—not quite 

as much as movie star or gangster, maybe. 

Values are as relative as time. 

Of this be sure: Car] Koller earner his way 

alone with dignity, and was content. 


Revived were other ways of local pain 
relief. 

Paré, Valverdi, James Moore had put 
pressure 

on the vessels to a part or to the nerves, 

while Avicenna, Severinus, Baron Larrey 

used the cold of ice and snow for 
anesthesia. 

Refrigeration now is vogue again 

with startling packs of ice for amputation. 

Meanwhile the ethy] chloride spray 

was introduced in Switzerland by Paul 
Redard 

for local freezing of the skin for lancing. 


Many combinations of narcotic drugs had 
long been used. 

The German, Steinbuchel, proposed a 
new one: 

hyoscine and morphine for the “twilight 
sleep” of childbirth. 

This enjoyed exploited vogue. 

We've learned again, through Grantly 
Read, 

that tension adds to throes of labor. 

Cleveland’s Crile proposed “anoci- 
association,” 

a combination of a general with a local 
anesthetic 

to prevent the shock of operation. 

Many combinations and sequences of the 
anesthetic drugs 
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may be devised according to the needs of 
patients. 


Growth of knowledge in regard to 
anesthesia 

brought the benefit of technical 
improvements, 

which added further to success. 

Rudolf Matas made spinal block effective ; 

J.T. Gwathmey’s skill attracted wide 
attention ; 

Harvey Cushing added safe control 

by introducing record charts 

to follow change in pulse and respiration. 


Interest arose in metabolic shifts 

produced by anesthesia ; the water loss, 

the fall in alkali reserve, with disturbances 

in carbohydrate balance, the phosphate 
loss 

which Stehle found, the liver damage 

emphasized by Bourne in Montreal, 

effects produced by carbon dioxide 

as shown by Yandel Henderson,— 

consideration of these matters 

helped improve the care of patients,— 

as when William Thalhimer, in studying 
these 

new factors, introduced the use of insulin 

with glucose intravenously to stop 

postanesthetic nausea. 


The Scotsman, William MacEwen, with 
Franz Kuhn, 

applied Vesalius’ old experiment 

of blowing up the lungs, to show the way 

to make thoracic surgery successful, 

through tubing for the trachea, which was 

skillfully improved by Waters and Guedel. 

Much effort came on gaseous tensions, 

which had been well studied by Paul Bert, 

who never knew how much his work might 
mean 

to aviation and to anesthesia. 


Complex effects are caused by anesthetic 
drugs, 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


as Walter Meek and Robert Allen 
emphasized, 

on kidney flow, on laryngeal spasm, on 
heart, 

on respiration, Barcroft’s curves of CO, 
and oxygen 

blood saturation, on cellular membranes, 
on viruses, 

metabolism, endocrines, carotid sinus, 
enzymes, 

nerve response, with interesting block at 
first 

of sensory fibers, then of motor ones,— 

all these effects, and many more have been 

well measured with respect to dose and 
time, 

and ways were found to counteract 

or to prevent those not desired. 


A host of stimulating drugs are known, 
and many can be well applied to vivify the 
comatose, 


as caffeine, CO., metrazole, and benzedrine. 


Behold, what scientific wealth of data 
those who have the wit may spend, 
and evermore accumulate! 


New anesthetic drugs were found, or were 
revived ; 

Arno Luckhardt, Isabella Herb, and J. B. 
Carter 

in Chicago, once again discovered ethylene 

is not a dangerous drug for animals, 

as it is for plants, but rather is a smooth 

anesthetizing agent, capable of being given 

with enough of oxygen that no asphyxia 
occurs. 

This was confirmed at once and 
independently 

by Henderson and Brown in Canada. 

But ethylene explodes, and accidents 
occurred, 

which led to safer ways for anesthesia. 


Then Dennis Jackson in Cincinnati found 
a way to keep 
an anesthetic equilibrium within a patient, 


by removing CO, as formed, and adding 
oxygen as needed. This led Ralph Waters 
to devise successfully the helpful 

carbon dioxide absorption method. 
Jackson also introduced trichloroethylene 
for quick and brief anesthetizing. 


Velyen Henderson and Lucas found 
powerful 

depressant action in cyclopropane, 

which Schmidt and Waters carefully 
developed 

to a safe efficient anesthetic gas. 

Guedel and Knoefel, Chen and Ravdin 

discovered that diviny] ether is as 
prophesied, 

a rapid acting useful drug for anesthesia. 

Here at last had science triumphed in 
predicting 

what a drug might do on living things 

before it had existence. 

J. C. Krantz was thus impelled to search 

for other anesthetic ethers, 

Abreu, Marsh and Peoples sought 

a better non-inflammable 

halogenated hydrocarbon 

than chloroform, for anesthesia, 

but with no success. 

But Krantz succeeded, by 

the use of fluorine derivatives, 

and on the side 

found useful agents for 

convulsive shocking in psychoses. 


Thus were all depressant agents to be 
scanned 

again for anesthetic hints: there was no 
interest 

in standard drugs like chloral hydrate, 

salts of bromine or magnesium, 
paraldehyde or urethane, 

there had to be the something new. 


So tribromethanol became exploited 
grossly 

when trademarked “avertin,” because 
it was 

commercially controlled, while 
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trichlorethanol, 

which is quite as useful, was neglected. 

But tribromethanol in amylene 

was well reported on by Eichholtz for 

a rectal administration, and it was widely 
used. 


There came the overwhelming flood of 
barbitals. 

The chemist, Emil Fischer, first devised 

urea malonyl compounds, and named 

the type one “Veronal” from the city of 
Verona 

where he was when word arrived that 

it had acted as desired. 

It also was exploited. 

Many ways were found by young American 

inventors to produce new drugs from it. 

These all comprise the barbitals, and they 

were used for anesthetic action by the 
veterinarians. 


John Lundy found that anesthesia by vein 

is practical provided that the drug will act 

within injection time and be excreted 
quickly. 

Such a drug the Russians sought for years 
before 

and thought they’d found in “‘hedonal.” 

But it was far too toxic. 

Now the many barbitals gave chance for 
patient search 

to get the best one suited for the purpose. 

“Pentothal” seems best right now, 

in battle tried with much success. 


Then Arthur Tatum, Peter Knoefel, found 

that barbitals protect against all toxic 

local anesthetic drugs, and that they may 

be used to calm the anxious patient to 
prevent 

untoward reactions with an irritable heart. 

Again it is recalled that relaxation 

with relief from fear may lower sense of 
pain, 

and aid in psychological adjustment, 

as Paul Blood suggested years before. 
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Not every plan for better drug has been 
achieved : 

once great to-do was made 

for nonaddictive substitutes for morphine, 

None exist nor can. 

The National Research Council wagered 
much 

on holding pain relief can be divorced 

from craving, but it lost. 

For all the pain-relieving drugs provide 

desired escape from what cannot be 
faced 

with dignity to self. 


So all the alcohols, the morphines, 
barbitals 

became addictive drugs, and so do those, 

cocaine-like, which may give the feel 

of courage, not the stuff itself. 


Much needed aid to work in pain control 

has come in recent years. 

The Frank McMechans started special 
journals, 

took long journeys, under handicap, from 
their home in Cleveland, 

to cheer anesthetists around the world. 

Paul Wood gave impetus to make 

a specialty of anesthesia. 

The surgeons learned that specially 
trained 

anesthetists are helpful to success. 

Anesthetists were organized, 

professional standards rose, 

to further craft and skill for patients’ 
benefit. 

Ralph Waters started training courses at 
Wisconsin 

whence skilled anesthetists 

have gone to all the world; 

where plans for future anesthetic 
engineering, 

as proposed by Noel Gillespie and 
0. 8. Orth, 

give hope of greater benefit. 

John Lundy gave great stimulus 

with articles and text, 

and basic studies on pain conduction 
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and the mechanism of anesthesia 

began in England, Germany and here. 

John Adriani’s texts, neatly and well 
devised, were boon 

to nurse anesthetists striving to 

perfect their gentle art. 


Do we know yet what anesthesia is? 
By age-long trial we’ve found a way 
to ease some pain, not knowing what 
pain is. 
How then know anesthesia? 
Hans Meyer, C. E. Overton revealed that 
most 
of nerve-depressing drugs will concentrate 
in fatty nervous sheaths because they are 
more soluable in fat than water. 
Winterstein proposed that anesthetics 
seem 
to act by slowing oxidation in the cells. 
As more is learned how enzymes act 


there may be more to justify this thought. 


Quastel and Emerson have shown 

the difficulties in exploring these ideas 

with methods now available. 

John Field, in well reviewing enzyme 

concepts 

in relation to narcosis, points 

the way to further knowledge and belief. 

Ralph Lillie emphasized effects of 
anesthetics 

on the surfaces of cells, suggesting that 

the permeability reactions alter vital acts. 


David Nachmansohn describes 

how nervous impulse 

follows acetylcholine 

formation and destruction, 

while electron movement 

can be measured in the action current. 


So theory may stimulate 

experiment to further knowledge of 

the energy exchange in nerve and brain, 
and thus improve control of pain. 


Thus to learn the more of anesthesia, 


some have studied sleep,— 

that happy state wherein we spend 
a third of life, nor know the how. 
Here Russian scientists, 

as Sechenov showed, long ago, 
that the brain 

inhibits reflex activity, 

and his pupil, Pavlov, well 

began the study of conditioning. 
Nathaniel Kleitman saw the way 
that muscle relaxation favors sleep, 
that every sleep-producing drug 
first lowers muscle tone. 


Often muscle relaxation is essential 

for success in surgery. 

Curare, that strange arrow poison 
studied by 

Bernard, is used with anesthesia 

for muscle relaxation, thus avoiding 
coma dose 

of anesthetic drug. 

In the chemistry of curare are 

ten carbon atoms in a ring; 

So decamethonium compounds could 

be made to act as surgeons want, 

relaxing muscles swiftly and for 

a short time only. Succinyl choline, 

whose structure corresponds, 

is widely used, but David Marsh 

made others still more promising. 


So experiment, debate goes on, 


and we are learning some of pain itself. 


Thus Joseph Erlanger and Herbert 
Gasser 

showed relationships between the kind 

of nervous sheath and speed of pain 
conduction. 


Henry Head had fully mapped the nerve 


supply 
to all the segment areas of pain. 
The threshold stimuli for pain, 


as measured now by Molitor and Wolff, 


afford the data needed to decide 


the analgesic power of related chemicals, 


and thus to choose the best for special 
purposes. 
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In analyzing what we know of pain, 

attempt is made to separate 

the “feeling state,” of “quale,” 

from what specific space-time factors 
may 

be quantitated. This demands 

duality of matter-mind relationship, 

and is opposed to evidence 

accumulating rapidly that all 

which we call “mental” is, in fact, 

a space-time adaptation of 

associated atom-energy complexes to 

environments from which they came, 

and to which they will return. 


That fermentation is a sort 

of subtle respiration Pasteur showed ; 

then Meyerhof and Warburg worked 

on respiratory ferments, paved the way 

for later studies on effects on enzymes 

of the various anesthetizing drugs. 

The enzyme choline esterase is thought 
by some 

to mediate the nerve impulse by energy 
exchange 

in making, then in splitting, acetylcholine, 

electrical effect along the sensory 

or motor nerve appearing at the time. 

Now this effect of choline esterase is 
blocked 

by anesthetics of all kinds. 

But how does this occur? 
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And so the search goes on. 

The more we learn of cells, their physical 

reactions, 

their dynamic steady states, 

the vast and complicated ways their 
chemistry proceeds, 

the more we’ll know of pain, 

and how it is relieved. 

The radioactive isotopes may help locate 
the action 

of the old and well-known anesthetic 
drugs. 


And so the search goes on, 

revealing more of Nature’s shy and 
beauteous self. 

And as the story’s told by Thomas Keys 
and many others, 

it is impressive. 


Thus in another time of looking back 
on pain control, we’ll have so much 

the more to think about. 

For pain’s not conquered, nor can it be, 
until we lose adaptiveness in sense 

and in response to that which is not-us. 


So bearing pain, relieving what we can, 
let us learn patiently the gentle way, 
firm to prevent such anguish as we may. 


Yet calmly now, the story told, one asks 
whence anesthesia, when such sadists we? 


Editors’ Note: It has been brought to our attention that certain semantic and 
syntactic errors appear in the German articles of the double-issue Journal (No- 
vember and December) commemorating the First Congress of the European 
Federation of the International College of Surgeons, held in Brussels in May 
1958. Needless to say, the Editorial Board is deeply regretful. We offer sincerest 
apologies to all concerned, in the hope that our readers will understand the tre- 
mendous effort involved in preparing and presenting these two unusually large 


issues within a limited time. 
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The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however, is not to be taken as criti- 
cism of the merit of the book. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 

Proceedings of the Third National Cancer 
Conference, Detroit, Michigan, June 4-6, 
1956. Sponsored by the American Cancer 
Society, Inc., and National Cancer Institute, 
U. S. Public Health Service. Philadelphia: 
The J. B. Lippincott Company, 1957. Pp. 961. 

Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 

Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett.. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 

Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1957. Pp. 147, with 41 illustrations. 

Functional Bracing of the Upper Extremi- 
ties. By Miles H. Anderson. Springfield, IIl.: 
Charles C Thomas, Publisher, 1958. Pp. 463. 
Illustrated. 

Diagnostic Clinique Pronostic et Traite- 
ment des Tumeurs Benignes et Malignes 
(Clinical Diagnosis, Prognosis and Treat- 
ment of Benign and Malignant Tumors). By 
C. A. Perret. Paris: G. Doin et Cie, 1958. Pp. 
892, with 184 illustrations. Reviewed in this 
issue, 


The Clinical Management of Varicose 
Veins. - By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 


The Story Behind the Word: Some Inter- 
esting Origins of Medical Terms. By Harry 
Wain. Springfield, Ill.: Charles C Thomas, 
Publisher, 1958. Pp. 342. 


Homosexuality, Transvestism and Change 
of Sex. By Eugene de Savitsch. London: 
William Heinemann Medical Books Ltd., 
1958. Pp. 120. 


Texas Surgeon. By Donald T. Atkinson. 
New York: Ives Washburn, Inc., 1958. Pp. 180. 
Reviewed in this issue. 


_ The Roentgenographic and Clinical Picture 
of the Healthy and the Diseased Spine. By 
G. Schmorl and H. Junghans. Stuttgart: 
George Thieme Verlag, 1957. Pp. 330, with 419 
illustrations. Reviewed in this issue. 


The Operation. By Leonard Engel. New 
York: McGraw-Hill Book Company, 1958. Pp. 
277, with diagrammatic endpapers. Reviewed 
in this issue. 


Human Dissection: Its Drama and Struggle. 
By A. M. Lassek. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 310. Illustrated. 
Reviewed in this issue. 


Chirurgica Geriatrica (Geriatric Surgery). 
By Gian Carlo Parenti and Mario Fabi. Turin: 
Edizioni Minerva Medica, 1958. Pp. 303. Re- 
viewed in this issue. 


The Physiology and Pathology of the Cere- 
bellum. By Robert Stone Dow and Giuseppe 
Moruzzi. Minneapolis: University of Minnesota 
Press, 1958. Pp. 675, with 185 illustrations. 
Reviewed in this issue. 


Martius’ Gynecologic Operations. Trans- 
lated and edited by Milton L. McCall and Karl 
A. Bolten. Boston: Little, Brown & Company, 
1958. Pp. 405, with 450 illustrations. Re- 
viewed in this issue. 
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Duodénum et Pancréas (Duodenum and 
Pancreas). By Guy Albot and F. Poilleux, 
with the collaboration of sixteen Staff Mem- 
bers of l’H6tel Dieu. Paris: G. Masson & Cie, 
1956. Pp. 296, with 126 illustrations. 

In 1952 the authors began publishing 
monthly conferences on various diseases of 
the gastrointestinal tract in which surgeons, 
roentgenologists, pathologists, biologists and 
others took part. The first was a volume on 
diseases of the bile duct; the second, in 1953, 
was on the stomach; the third, in 1954, was 
on the liver and portal vein, the fourth, in 
1955, was on the small intestine. In the cur- 
rent volume on diseases of the duodenum and 
pancreas, diagnosis and treatment were brought 
up to date. 

In dealing with megaduodenum the authors 
point out that it may be due to congenital mal- 
formation, extrinsic pressure due to carcinoma 
of the adjacent organs, adenopathy, duodeno- 
jejunal bands, etc. In addition, functional dis- 
ease due to vagosympathetic disturbances re- 
sults in paralytic stasis associated with spasm 
of the duodenal bulb sphincter. They state 
that tumors of the ampulla of Vater can be 
diagnosed only by roentgen ray and should be 
treated by surgical extirpation. There are 19 
excellent roentgen films depicting these con- 
ditions. 

A chapter is devoted to the réle of the three 
sphincters of the duodenal loop in the symp- 
toms of diseases involving organs of the right 
upper abdominal quadrant (carrefour). The 
anatomic aspects and functions of these 
sphincters are studied, including radiomano- 
metric and cholecystographic (with and with- 
out duodenal intubation) studies, and de- 
scribed. The authors’ recent studies have led 
to revision of the concept of duodenal physiol- 
ogy. The general, remote and local etilogic 
factors in diseases of the duodenal sphincters 
are presented. The authors emphasize the 
role of bilidigestive synergy, which may ex- 
plain failures of certain gastrectomies, and 
bilidigestive anastomosis. Postoperative bili- 
digestive spasm is described. Changes in the 
technic of anastomosis, including drainage of 


128 


the gallbladder and anastomosis of the bile 
duct with the duodenum or, preferably, with 
the jejunum in some cases, are discussed. 

There is a chapter on the postgastroenteros- 
tomy and postgastrectomy syndrome, physio- 
logic suppression of the duodenum, vicious 
circle phenomena, defective function of gas- 
troenterostomy opening, jaundice, etc. The 
authors advocate routine examination of the 
duodenal ring in all ulcer patients prior to 
gastrectomy; in certain instances of spasm of 
the duodenal sphincters the prognosis should 
be guarded; in others, gastroenterostomy 
should be substituted for gastrectomy. 

One hundred and forty-two pages are de- 
voted to the exploration and treatment of dis- 
eases of the pancreas. The various functional 
tests of pancreatic secretion in cases of acute 
and.chronic pancreatitis are described; the 
quantity secreted in the blood, urine and stool, 
and that collected through a duodenal tube. 
Among the tests listed are those of Trémo- 
liéres, West and Althausen. Examination in- 
cludes splenoportographic study, catheteriza- 
tion of the pancreatic duct, transduodenal 
papillary pancreatographic study, etc. Cathe- 
terization permits examination of the secre- 
tion as well as dilation of a constricted duct 
that may be causing obstruction. Puncture 
biopsy is recommended in some cases. 

There is a chapter on lithiasis of the pan- 
creas and pancreatic duct. In the diagnosis 
of lithiasis, the authors state, it is difficult to 
distinguish between stones of the duct and cal- 
careous pancreatitis (a latent affection often 
overlooked). Diagnosis is made by evaluating 
the clinical symptoms, physical examination, 
Mallet-Guy’s sign, roentgen study, glycoregu- 
lation, ete. There are excellent splenoporto- 
grams and pancreatograms. The various sur- 
gical interventions described include pancrea- 
tolithotomy, as well as other operations on 
the bilidigestive tract and nervous system. 
Interesting cases of calculus of, the pancreatic 
duct and pancreas are reported by Dupuy, 
Leger, Edelmann, Vallin and Grosdidier. . 

The chapter devoted to pancreatitis without 
obstructive jaundice considers various symp- 
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toms, viz., pain and the clinical syndrome of 
pancreatic insufficiency and gastrointestinal 
hemorrhage. Left segmental and diffuse pan- 
creatitis and the various types encountered in 
infants are discussed. The difference between 
infants and adults in the clinical picture of 
chronic pancreatitis is pointed out. Excellent 
photomicrographs demonstrate the character- 
istic appearance of fibrocystic disease, inter- 
stitial pancreatitis, etc. 

Another chapter discusses the rare true cyst 
and the relatively common false cyst of the 
pancreas. They are often associated with cal- 
culi and have caused obstructive jaundice by 
pressure on the bile duct, gastrointestinal 
hemorrhage or perforation. Operations include 
cystojejunostomy, marsupialization, etc. 

The last chapter lists five classes of pan- 
creatic hypoglycemia and discusses the im- 
portance of surgical measures in its treatment. 
The authors describe the differential diagnosis 
between adrenal, hypophyseal and hepatic in- 
sufficiency. Hypoglycemia in the infant and 
medical treatment of pancreatic hypoglycemia 
are brought up to date. 

This fifth volume is a compilation of con- 
ferences conducted at l’Hotel Dieu, Paris. It 
deals with diagnostic procedures developed 
over the years, which facilitate the treatment 
of obscure diseases and lesions of the duo- 
denum and pancreas. The new operative inter- 
ventions are described. It is particularly well 
illustrated, contains an up-to-date and exten- 
sive bibliography and is, on the whole, an ex- 
cellent work. 


CHARLES PIERRE MATHE, M.D. 


The Roentgenographic and Clinical Picture 
of the Healthy and the Diseased Spine. By 
C. G. Schmorl and H. Junghanns. Stuttgart: 
Georg Thieme Verlag, 1957. Pp. 330, with 
419 illustrations. 

Since 1932 the book written and published 
by Schmorl and Junghanns, describing the 
pathologic anatomic picture and the roentgen 
signs of diseases of the spinal column, includ- 
ing studies of the intervertebral disc, has been 
one of the twentieth-century classics of medi- 
cal literature. This new edition of that his- 
toric publication contains 330 pages with 419 
illustrations. Most of the illustrations are 
beautifully reproduced roentgenograms. Some 
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of these are made more easily understandable 
by accompanying line drawings. There are 
also excellent photographs showing pathologic 
conditions of the vertebral bodies and of the 
intervertebral discs. In preparing this addi- 
tion, the literature of the last thirty years 
has been carefully studied. An appendix of 
bibliographic references fills 42 pages. This 
is a most thorough coverage of the literature 
dealing with the diseases and degenerative 
changes that may affect the human spinal 
column. All who are interested in a better 
understanding of the pathologic nature, the 
roentgenographic signs and the clinical courses 
of diseases of the spinal column should have 
access to this beautifully printed and _illus- 
trated volume. 


EDWARD L. COMPERE, M.D. 


Texas Surgeon. By Donald T. Atkinson. New 
York: Ives Washburn, Inc., 1958. Pp. 180. 

In his foreword to this personal account, 
Dr. Arnold Jackson, of the Jackson Clinic, 
Madison, Wisconsin, says: “Any young man 
or woman contemplating a career in medicine 
will find great inspiration from reading this 
book.” It offers more than inspiration—there 
is humor in it, and triumph of the spirit. 

Dr. Atkinson is Canadian-born, a native of 
New Brunswick, which he left as a youth to 
try his fortunes in the United States. He 
worked on a freighter, as a coachman, and as 
a male nurse while attending night school. He 
finally got his M.D. from the University of 
Louisville, and went west around the turn of 
the century to practice in the Oklahoma Ter- 
ritory. His anecdotes of ministering to the 
Indians are rich and full of human interest. 

A specialist himself, in ophthalmology, Dr. 
Atkinson sees in the future a movement back 
to the family-doctor approach to patients, 
provided people can be taught to save against 
disastrous illness and thus avert government 
interference in medicine. 

It is interesting to note that, as a Canadian, 
the author sought his education in the South 
and settled in the Southwest. He says it was 
because he went instinctively where he could 
be among people in the “vital process of 
growth,” whom he found in abundance in 
Texas. 
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The author of several medical texts, Dr. 
Atkinson, at 85, is still practicing in San 
Antonio. His autobiography should fascinate 
readers in all walks of life. One can only 
wish that it were three times as long. 

MAX THOREK, M.D. 


The Operation. By Leonard Engel. New 
York: McGraw-Hill Book Company, 1958. 
Pp. 277, with diagrammatic endpapers. 

When a top-flight journalist engages in 
truly scientific research, his writing is bound 
to give to his subject the dramatic power to 
which it is entitled. Leonard Engel is such 
a writer, and this minute-by-minute account 
of an open heart operation at the University 
of Minnesota Hospital is completely fascinat- 
ing. 

The patient is fictitious—a composite of 
many whose cases are recorded in the archives 
of the hospital. The other characters are 
real, particularly Drs. C. Walton Lillehei and 
Richard L. Varco and their colleagues, who 
performed the operation. 

Joyce Wilder, the 13-year-old patient, had 
a congenital defect—an opening in the muscu- 
lar wall between the right and left ventricles. 
The job was to patch the opening. 

Step by step the reader sees the operation, 
with full explanation in terms that everyone 
can understand. And, with the consummate 
skill of the professional writer, the author 
works in flashbacks that recount the tremen- 
dous advances in medicine and surgery which 
have made such operations possible. Not a 
detail is omitted—the operating room, the 
equipment, the work of the interns, residents, 
nurses, the whole team. The tension of the 
operating room is there, and its triumph. The 
endpapers diagram the particular cardiac 
defect under discussion and the operating 
room in which the drama in real life was 
performed. 

Because of the importance of open heart 
surgical treatment and the masterly writing 
of this book, The Operation should become 
a national best seller, read by the general 
public as well as by all professional men. 


0. C. 


Human Dissection, Its Drama and Strug- 
gle. By A. M. Lassek. Springfield, Ill. Charles 
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C Thomas, Publisher, 1958. Pp. 310. Illus- 
trated. 

A distinguished anatomist reviews the long 
history of dissection and its contribution to 
the knowledge of anatomy and the develop- 
ment of medicine, from the time of publica- 
tion of Vesalius’ De Corporis Humani Fabrica 
Libri Septem to the present day. 

The author investigates religious beliefs in 
China, ancient Greece, Egypt and Rome as 
well as in Scotland and England, and the 
development of medical education in the 
United States and abroad. It is a fascinating 
text and well deserves its subtitle. 

M. T. 


Chirurgia Geriatrica (Geriatric Surgery). 
By Gian Carlo Parenti and Mario Fabi. Tu- 
rin: Edizioni Minerva Medica, 1958, Pp. 303. 

In the past decade or two, texts on pediat- 
rics as a specialty have appeared in the medi- 
cal literature. Now attention is being given 
to geriatrics as presenting special surgical 
problems. This work is therefore a welcome 
addition to contemporary surgical literature. 

The authors are to be congratulated on 
having covered, in 303 pages, the essentials 
of the surgical picture presented by the elderly 
and aged. The text is noteworthy for its 
statement of facts and its freedom from pad- 
ding and extraneous material. There are 20 
graphs and a comprehensive bibliography. A 
preface by Prof. A. Mario Dogliotti testifies 
to the excellence of the work. 

It would be well to have this work translated 
into English for the benefit of English-speak- 


ing surgeons. 
Mm: 


The Physiology and Pathology of the Cere- 
bellum. By Robert Stone Dow and Giuseppe 
Moruzzi. Minneapolis: University of Minne- 
sota Press, 1958. Pp. 675, with 185 illustra- 
tions. 

This book is expected to be one of a two- 
volume work. The other volume, on the anat- 
omy of the cerebellum, by Professor Olof 
Larsell is expected to appear in the near 
future. The present volume is divided into 
two parts. The first is devoted to cerebellar 
physiology and comprises about two-thirds of 
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the book (374 pages). Part 2 is given over 
to pathology (189 pages). The bibliography 
requires 68 pages and contains more than 
900 references. There is a complete index 
(39 pages). 

After a brief historical introduction, chap- 
ters are devoted to ablation experiments, 
stimulation experiments, electrophysiological 
experiments and the relations between the 
cerebellum and other structures of the central 
nervous system. The authors attempt to give 
a complete account of all the relevant experi- 
mental data on the cerebellum from the time 
of Rolando to the present. They have not 
attempted the formulation of a new concept 
of cerebellar function but emphasize the ad- 
vances that have been made in recent years, 
especially by the introduction of electronic 
methods. They do point out areas in which 
further study is urgently required. First, in 
their opinion, an attempt should be made to 
arrive at a quantitative estimate of the rela- 
tive intensity and continuity of the control 
exerted by the cerebellum on posture, on 
voluntary movements and on sensory and 
autonomic functions. Second, they point out 
the need of more knowledge of the basic 
mechanisms involved in cerebellar control of 
the spinal cord, brain stem and cerebellum. 
Finally, they emphasize the fact that the pro- 
fession is poorly informed on the intracerebel- 
lar relations that must exist in order to har- 
monize the control of the cerebellum over the 
various extracerebellar mechanisms to which 
it is anatomically connected. 

In Part 2 the first three chapters are on 
the clinical symptoms of cerebellar disorders, 
the “cerebellar”? symptoms of extracerebellar 
lesions and convulsive and hyperkinetic dis- 
orders of the cerebellum. The remaining 
chapters take up developmental anomalies, 
atrophic lesions, inflammations, vascular dis- 
eases, trauma and finally neoplasms. The dis- 


cussions of vascular and traumatic lesions are 
especially good. Much of the remainder is 
not new but, on the whole, is well summarized. 

This book, together with the companion 
volume to appear, should be the outstanding 
reference work on the cerebellum for many 
years to come. 


HAROLD C. Voris, M.D. 
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Martius’ Gynecological Operations. Trans- 
lated and edited by Milton L. McCall and 
Karl] A. Bolten. Boston: Little, Brown & Com- 
pany, 1958. Pp. 405, with 450 illustrations. 


This work was published originally in 1936. 
The first English translations appeared in 
1939, under the editorial supervision of the 
late Dr. W. A. Newmandorland. This seventh 
edition will take its place successfully by the 
side of its predecessors. The theme here, as 
in the previous editions, is that one should 
deal with the topographic and anatomic as- 
pects of gynecologic surgery. A worth-while 
part of this book is its emphasis on the 
effect of pathologic processes upon the nor- 
mal anatomic picture. Since the anatomic 
and pathologic elements of surgical conditions 
do not change, this phase of the book re- 
mains essentially the same. Noteworthy is 
the addition of illustrative material that deals 
with plastic operations on the vagina, with 
particular emphasis on the supporting para- 
metrium. The sections dealing with sterility 
and sterilization have been revised thoroughly. 

The principle of Martius that one should 
consider the individual patient rather than 
depend upon mass statistical study for sur- 
gical indications should be seconded heartily. 
This work can be recommended to anyone 
interested in gynecologic surgery. 


P. THOREK, M.D. 


Diagnostic Clinique Pronostic et Traite- 
ment des Tumeurs Benignes et Malignes 
(Clinical Diagnosis, Prognosis and Treat- 
ment of Benign and Malignant Tumors). By 
C. A. Perret. Paris: G. Doin & Cie, 1958. Pp. 
892, with 184 illustrations. 

This extensive volume makes available prac- 
tical information on the pathologic aspect of 
benign and malignant tumors. The preface, by 
Prof. Henri Redon, stresses the importance of 
this work on the basis of the knowledge and 
experience he has acquired during his long 
career as surgeon and teacher. He states that 
this is the first book of its kind—clear, com- 
prehensive and to the point. 

Throughout the text the author pleads for 
early diagnosis, at the time when most carci- 
nomas are amenable to surgical treatment. 
The book has been written primarily for the 
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family physician, as the patient first seeks his 
advice for what he considers an insignificant 
swelling. The physician can usually recognize 
an early malignant tumor, which may be eas- 
ily removed at this stage. Those discussed are 
carcinomas of the skin, the lips, the mouth, 
the tongue and, in some instances, the rectum. 
The author states that malignant harm may 
be caused by histologically benign tumors be- 
cause of their unfavorable location, as in the 
larynx or the neck of the bladder. 

Five books make up this volume. They are 
arranged according to the various regions of 
the body, so that the reader can easily find a 
specific subject. 

The first book deals with the head. It de- 
scribes precarcinomatous and carcinomatous 
lesions of the skin of the entire body; face, 
mouth, tongue, pharynx, tonsils, palate, sali- 
vary glands, orbit, eyes, ears, maxillary bones, 
scalp, skull, brain, etc. The author favors 
enucleation of mixed tumors of the lip, but 
Prof. Redon recommends wide excision. 

The second book takes up congenital and 
acquired neoplasms of the neck, thyroid, para- 
thyroid, larynx, thorax, mediastinum, thymus, 
pleura, lungs, esophagus, heart, pericardium, 
breast and spinal cord. The medical treatment 
of goiter (administration of Thiomidil, iodine 
preparations, etc.), irradiation, radioactive 
iodine therapy and the preoperative and post- 
operative care accompanying thyroidectomy 
are discussed in detail. Because of the fre- 
quency of goiter in Switzerland, this account 
is most comprehensive. The technics of lumbar 
puncture and peridural anesthesia are included 
in the chapter dealing with tumors of the 
spinal cord. 

The third book considers tumors of the ab- 
dominal wall, urachus, omentum, retroperito- 
neal space, mesentery, stomach (benign, pre- 
malignant and malignant), duodenum, small 
intestine, rectum, anus, gallbladder, liver, pan- 
creas and spleen. The author calls attention to 
the fact that carcinoma can develop in the scar 
of a healed gastric ulcer and advises removal 
of all gastric ulcers undergoing tumefaction, 
as well as carcinomatous ulcers and those in- 
dicating malignant degeneration. The dump- 
ing syndrome that frequently follows gastrec- 
tomy is described. The chapter on primary 
cancers of the “carrefour hapatique,” in which 
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partial resection of the liver is performed 
along with cholecystectomy, removal of car- 
cinomas of the hepatic duct and the ampulla 
of Vater, and removal of perceptible regional 
lymph glands is well written. 

The fourth book is devoted to tumors of the 
testicle, bladder, urinary tract and adrenal 
gland. The author stresses early operation for 
malignant tumors of the testicle (before the 
lymph glands are invaded). He notes the fre- 
quency of its occurrence in the undescended 
testicle. He points out the difficulty in differ- 
ential diagnosis, as tumefaction can be due to 
tumor, tuberculosis, syphilis or organized 
hematocele. Urethral tumors include benign 
polyps usually situated in the posterior portion 
of the urethra, readily destroyed by fulgura- 
tion, and primary and secondary carcinoma 
of the urethra with unfavorable prognosis. 
The author emphasizes the fact that hematuria 
is a signal symptom of tumor of the urinary 
tract and stresses the necessity of diligent 
search for its origin. There is a beautiful dia- 
gram indicating the various sites of tumors 
in the urinary tract. The author discusses 
vesical tumors at length and points out their 
frequency in the bas-fond of the viscus. 

The chapter on renal tumors includes malig- 
nant lesions of the parenchyma, pelvis, and 
ureter, as well as benign cystic disease, soli- 
tary, polycystic, etc. A chapter is devoted to 
the diagnosis and treatment of aneurysm of 
the renal artery. 

The treatment of benign tumors of the pros- 
tate (hypertrophy) by suprapubic, perineal or 
retropubic prostatectomy, as well as trans- 
urethral resection, is presented. The author 
points out that the frequency of prostatic car- 
cinoma is 20 to 30 percent in men under 40 
years of age, and 50 percent in men aged 70 
or over. The specific treatment by American 
and European urologists is described in detail. 
The indications for radical removal, transure- 
thral resection, hormone therapy, castration 
and radiotherapy are clearly outlined. 

The fifth book is devoted to tumors of the 
vagina, uterus (cervix and body), fallopian 
tubes and ovaries. Conditions indicating local 
excision and hysterectomy for benign tumors 
of the urterus are listed. Interesting statistics 
are cited concerning results obtained at the 
Curie Foundation, Paris, in the treatment of 
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carcinoma of the cervix by radium, with and 
without roentgen therapy. Surgical removal 
of carcinoma of the body of the uterus in- 
cludes the radical and extensive Wertheim 
operation. 

The primary aim of the author is to aid the 
general practitioner in making early diagnosis 
of malignant as well as of harmful benign tu- 
mors, at a time when surgical cure is possible. 
The book contains a complete bibliography, 
excellent diagrams and roentgenograms. There 
are many photographs of patients with tu- 
mors, as well as many showing pathologic 
specimens. As the author avers, the book offers 
the student as well as the practitioner indis- 
pensable information that will facilitate early 
diagnosis and the determination of prognosis. 
I heartily recommend this volume to all med- 
ical men. 

CHARLES PIERRE MATHE, M.D. 


Pediatric Surgery. By Ovar Swenson. New 
York: Appleton-Century-Crofts, Inc., 1558. 
Pp. 740, with 980 illustrations. 

In the foreword to this fine text, William 
E. Ladd, pioneer in pediatric surgery, quotes 
Sir Lancelot Barrington Ward, of the Hospital 
for Sick Children in London: “The adult may 
safely be treated as a child, but the converse 
can lead to disaster.” 

Out of that philosophy has developed the 
rapidly growing specialty of pediatrics. 

This complete text by Dr. Ovar Swenson, 
based on his long and wide experience, covers 
all aspects of the congenital, traumatic and 
acquired surgical problems of the infant and 
child. Minor as well as major surgical con- 
ditions are given careful attention. All pro- 
cedures are plentifully illustrated, and opera- 
tive technics are demonstrated in step-by-step 
detail. 

The 38 chapters present the whole range of 
surgical conditions in children, including pre- 
operative and postoperative care. 

Dr. Swenson has found that most pediatric 
surgeons are general surgeons who have ac- 
quired a special knack for treating children, 
and this book was therefore intended to sup- 
plement rather than to duplicate volumes on 
general adult surgery. He therefore empha- 


sizes the technical differences in treatment of 
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the same condit:on in children and in adults. 
The work is so thoroughgoing, however, that 
it can be highly recommended to both spe- 


cialists and general surgeons. 
M. T. 


Difficult Diagnosis: A Guide to the Inter- 
pretation of Obscure Illness. By H. J. Rob- 
erts. Philadelphia: The W. B. Saunders Com- 
pany, 1958. Pp. 913. Illustrated. 

In his introduction, the author predicts that 
difficult diagnoses are on the increase in what 
he calls our transitional age of medicine, which 
is characterized by both the continuing ef- 
fective control of acute illness and the new 
emphasis upon illnesses affecting the middle- 
aged, elderly and aged persons. In his opinion, 
a reliable guide to the diagnosis of obscure 
illness is very much in order. He warns the 
reader, however, that his text is not a 
“primer,” but is intended for postgraduate 
study and for clinicians of mature experience. 

’ The text is divided into two parts; Part 1, 

Groupings of Related Diseases Frequently 
Producing Puzzling Illness; Part 2, Classifica- 
tion and Analysis of Useful Diagnostic Pro- 
cedures. The various groups of conditions 
discussed are: endocrinopathies; metabolic 
disorders; hepatic disease and jaundice; fever 
and infection of obscure origin; specific infec- 
tions; hematologic diseases; noninfectious 
granulomata; vascular diseases; diseases of 
the heart and great vessels; dyscollagenoses ; 
neoplastic diseases; disorders of the nervous 
system; iatrogenic illness; miscellaneous en- 
tities; obscure postoperative complications, 
and medical-surgical diagnostic problems. In 
each case the author discusses every facet 
thoroughly, drawing upon his own rich ex- 
perience. 

Dividing Parts 1 and 2 is a 64-page Atlas 
of Systemic Dermadromes, illustrated by both 
colored and black-and-white plates with clear 
and concise legends. 

Part 2 presents specific procedures, which 
the author classifies and analyzes, with tech- 
nical notes, clinical clues, etc. 

Each section has a large and thorough 
reference list, and there is an index of signs, 
symptoms and laboratory manifestations, as 
well as a general index. 
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For the internist, this text is invaluable. 
For the surgeon it is important. It can be 
highly recommended to all mature practi- 


tioners. 
M. T. 


Surgery of The Head and Neck. By Robert 
A. Wise, M.D., and Harvey W. Baker, M.D. 
Chicago: The Year Book Publishers, Inc., 
1958. Pp. 319, with 82 illustrations. 

Drs. Wise and Baker have written a rather 
thorough handbook of surgery of the head 
and neck. It includes chapters on examina- 
tion of the head and neck, preoperative and 
postoperative care, anesthesia, and operative 
complications, These aspects are covered con- 
cisely; the review of the complications espe- 
cially, indicates that the authors have encoun- 
tered them at first hand and have given a good 
clinical summary. 

The book has been written for the general 
surgeon, who may encounter these problems 
in a general surgical practice. Surgical treat- 
ment of tumors of the skin, lips, mouth, 
pharynx and nasal cavity are described in 
some detail, including plastic surgical repair. 
In addition, the authors have covered surgery 
of the jaws, salivary glands, thyroid and para- 
thyroid glands, radical neck dissection, com- 
bined operations and laryngeal operations. 

The illustrations are chiefly line drawings 
excellently complementing the text and dis- 
persed throughout. The book is excellently 
organized, well written and printed on good 
paper in an attractive binding. It should be 
of assistance to the general surgeon who has 
need for additional training in head and neck 
surgery. 

FRANCIS R. LEDERER, M.D. 


Religious Doctrine and Medical Practice. 
By Richard Thomas Barton, with a foreword 
by Raymond B. Allen. Springfield: Charles 
C Thomas, 1958. Pp. 94. 

Written as a reference book and not a cri- 
tique, this highly interesting text explores the 
larger religious groups in the United States 
in those areas of faith which affect medical 
practice. Religious taboos are to be con- 
sidered also by the nurse, the dietitian and 
the hospital administrator. The survey on 
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which the book is based investigates religions 
of Asiatic, Middle Eastern, Western and 
American origin, as well as religions of 
“healthy-mindedness.” Subtitled ‘““A Handbook 
for the Physician, Nurse and Other Medical 
Personnel,” the book should interest all 
thoughtful readers for its implications in com- 


munity health. 
O. C. 


Chirurgie Préventive de la Tuberculose 
Ostéo-Articulaire (Preventive Surgery in 
Osteoarticular Tuberculosis). By R. Kauf- 
mann. Paris: G. Doin & Cie, 1958. Pp. 174, 
with 49 illustrations. 

The work in this book is based on the de- 
scription by Percival Pott: “The disease origi- 
nates in the tissues along the spine; at first 
the bones and ligaments are sound and 
healthy; early extensive drainage will cure 
the patient.” In the preface Prof. H. Sauvage 
points out the “bellicose ardor” with which 
the’ author attacks the treatment of involved 
soft parts before the bony structure has been 
invaded by tuberculosis; hence his “preven- 
tive” surgical treatment. The author’s opin- 
ions are based on his experience of thirty 
years. 

The first chapters are devoted to the treat- 
ment of affected soft tissues: drainage of 
psoas abscess, ablation of affected lymph nodes, 
débridement of associated fistula, resection of 
areas of periosteitis, surgical correction of 
osteolysis, etc. In some instances the treat- 
ment prevents invasion of tuberculosis in the 
bony structure, and in others it may arrest 
the process when already present. Case his- 
tories are accompanied by roentgenograms 
taken before and after treatment. 

Infection via the lymphatic system, as re- 
ported by Pecquet, Rouviére, Verguz and Cal- 
mette, is depicted in excellent drawings. The 
manner of tuberculous invasion of the diges- 
tive tract, lungs, etc., is described, and in- 
cludes adenitis, phthisiogenesis and phthisis 
with primary focus in the lung or kidney. 

The pathologic-anatomic aspects of para- 
vertebral adenitis localized in the prespinal 
system (Pecquet), associated with Pott’s dis- 
sease, is discussed. The author emphasizes 
that roentgen evidence of osteolysis does not 
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necessarily indicate tuberculosis. He gives a 
critical analysis of the terms caries, paralysis, 
spondolysis and compression osteolysis, which 
have been used by orthopedists, neurologists, 
surgeons and radiologists. The pathogenesis 
of the white tumor with associated contact 
osteolysis, psoitis with ensuing lumbar ar- 
thritis and ileolumbar adenitis is presented. 
There may be repercussions in remote parts of 
the body, i.e., laryngitis with a pulmonary 
lesion, streptococcic tonsillitis with destruction 
of the myocardium or kidney and pelvic adeni- 
tis with synovitis of a foot. The author ex- 
plains these destructive phenomena on an 
allergic basis. 

A chapter is devoted to the treatment of 
osteolysis of the pelvis associated with anal 
fistula. Ablation of associated retrorectal 
glands (Gerota-Quénu) cured 1 patient. Tuber- 
culosis of the upper extremity and the cervical 
and dorsal portions of the spine, as well as 
the associated adenopathy, are discussed in 
detail. 

In dealing with antibiotic treatment of 
osteoarticular tuberculosis, the author points 
out that the resisting bacteria in a lesion that 
remains tuberculous must be removed before 
relief can be obtained. He stresses the im- 
portance of treating glandular allergy, as 
lesions may develop much later in other 
organs (in the kidney in 2 of the author’s 
patients). He describes his surgical technic 
for the prevention of paraplegia in the treat- 
ment of Pott’s disease of the middorsal spine. 

There are detailed reports on 45 patients, 
exemplifying the author’s treatment of osteo- 
articular tuberculosis, including primary 
adenitis, pulmonary or osseous complications, 
suprarenal involvement, white tumors of the 
knee, _ sacrocoxalgia, tuberculous rheuma- 
tism, ete. 

This timely book is most informative as to 
the extent, clinical course and pathogenesis of 
osteoarticular tuberculosis. It contains an 
extensive bibliography. The principles, tech- 
nics and doctrines advocated by the author 
have been approved by such eminent surgeons 
as Leriche, Blondin and Sauvage. 


CHARLES PIERRE MATHE, M.D. 


NEW BOOKS 


Ideals in Medicine. By Vincent Edmunds 
and C. Gordon. Chicago: The Christian Medi- 
cal Society, 1958. Pp. 192. 


Subtitled “A Christian Approach to Medi- 
cal Practice,” this book was first published in 
London by the Tyndale Press. It is designed 
particularly for the medical student and is 
concerned not only with religious attitudes 
toward medicine, but with all phases of medi- 
cal practice, such as the doctor’s personal 
standards, his relation with his patients and 
their families, problems of treatment, research 
and professional secrecy, the control of life, 
faith-healing and the doctor-minister relation, 
etc. Eleven contributors discuss these vari- 
ous problems objectively but with deep sym- 
pathy and understanding. The book can be 
recommended to lay folk who would like to 
know more about the medical profession, as 


well as to professional people. 
Ore: 


Bibliography of International Congresses 
of Medical Sciences. Prepared by W. J. 
Bishop under the auspices of the Council 
for International Organizations of Medical 
Sciences. Springfield, I]l].: Charles C Thomas, 
Publisher, 1958. Pp. 238. 

This bibliography was prepared as a guide 
for congress organizers, librarians, editors 
and others who wish to trace the published 
proceedings of medical congresses. It gives 
particulars of 1,427 meetings devoted to some 
362 different aspects of medicine. The biblio- 
graphic description gives the title, number 
of volumes, number of pages, note of illustra- 
tions, place of publication, publisher and date 
of publication of the proceedings of each con- 
gress. Whenever possible, the languages rep- 
resented in the report are noted. Entries are 
arranged under subject headings, and a copi- 
ous index of synonymous and alternative sub- 
ject words is added for easy reference. 

This book is important to all who are inter- 
ested in the progress of scientific organiza- 
tions, and is highly recommended to all mem- 
bers of the International College of Surgeons. 


M. T. 
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Cancer of the Stomach in Honduras. Scha- 
piro, Mark M., J. Military Med. 123:113, 1958. 

The general impression that carcinoma of 
the stomach does not occur in tropical coun- 
tries is erroneous. In Honduras it occurred 
in 8.4 per cent of 213 patients studied for 
vague, mild or definite gastrointestinal com- 
plaints. The importance of careful, detailed 
and serial examination of all patients over 40 
years of age who complain of anorexia, in- 
digestion, etc., is stressed. The first three 
total gastrectomies performed in Honduras 
are reported. The results show that the native 
Honduran can withstand radical gastric surgi- 
cal procedures. The investigation revealed 
that the more radical operation is indicated 
in most instances if the present recovery rate 
is to be raised. Too much dependence on 
roentgen interpretation of the lesion will cause 
many operable patients to be overlooked and 
decrease the rates of operability and recovery. 
Operability should be determined only at the 
operating table. For carcinoma of the stomach, 
only that type of surgical intervention which 
will give relief and hope to the patient should 
be performed. 


Of the 18 patients operated on, 5 were liv- . 


ing and well one to five years after operation. 
Six patients died within two to four months 
after the operation but had complete relief 
of their symptoms and bodily comfort during 
the time of survival. Two patients died within 
the immediate postoperative period. Five pa- 
tients were lost to follow-up. 

The. immediate operative mortality rate 
(2 eases) for the entire series was 11.1 per 
cent. The overall mortality rate among pa- 
tients surviving the operation (6 cases) was 
33.3 per cent, and the one-to-five-year survival 
rate amounted to 27.7 per cent. This last 
figure closely approximates that given by 
Walters and Berkson of the Mayo Clinic. 

Complete surgical removal of malignant 
lesions of the stomach remains the best method 
of treatment. Exploratory laparotomy should 
be performed on every patient suspected of 


having carcinoma of the stomach, through a 
small, adequately placed upper abdominal in- 
cision that can be extended in any direction, 
even thoracically, if necessary. If on explora- 
tion the lesion is found to be obviously in- 
operable because of major vessel involvement, 
vast pulmonary, hepatic or other invasion, a 
simple tubovalvular gastrostomy is the opera- 
tion of choice. 

The earlier the diagnosis and the more im- 
mediate and radical the operation, the more 
survivals there will be among patients with 
carcinoma of the stomach. 


ERNEST G. ABRAHAM, M.D. 


Thyroid Function in Patients with Mam- 
mary Cancer. Edelstyn, G. A.; Lyons, A. R., 
and Welbourn, R. B., Lancet 1:670, 1958. 

Thyroid function was studied in 67 patients 
with carcinoma of the breast by measuring 
the neck uptake, urinary excretion, and pro- 
tein-bound fraction of I'31. The patients 
were divided into two groups on the basis of 
a full clinical examination and radiographic 
study of the chest and skeleton. Each of the 
first group (local disease only) had a tumor 
confined to the breast, the chest wall, or the 
local (axillary or supraclavicular) lymph 
glands. In the second group (with blood- 
borne metastases) there was distant spread of 
the disease. The ages of the patients in the 
two groups were similar. No patient had 
been given any hormonal therapy. Function 
was significantly lower in those who had blood- 
borne metastases than in those who had local 
or locally advanced disease. 

It is evident from the author’s observations 
that reduced thyroid activity and widespread 
mammary carcinoma are associated, while 
normal thyroid function is present in patients 
with local disease, no matter how far ad- 
vanced. The important question to ask is 
“Which comes first?” Do blood-borne metas- 
tases depress thyroid activity, or does reduced 
thyroid function favor the distant spread of 
malignant change? These questions cannot yet 
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be answered, but there are several points in 
favor of each possibility. 

Widespread carcinoma might depress 
thyroid function in one of two ways: 

1. Metastases in the pituitary, in the 
thyroid, or in both might destroy functioning 
tissue. Metastases are common in _ these 
glands, but they are usually small and do not 
affect other aspects of pituitary function; 
indeed, Sommers (1955) has hyperplasia of 
the ovary and the adrenal cortex in patients 
with metastatic carcinoma of the breast. 

2. Cachexia and toxemia might depress 
pituitary function. The authors consider this 
unlikely, since many of those with locally ad- 
vanced disease (Group 1) were more toxic 
and cachectic than those in the metastatic 
group (Group 2). 

Further direct evidence could be obtained 
by studying thyroid function in patients with 
blood-borne metastases from other types of 
cancer. A preliminary study shows that func- 
tion was normal in 5 such patients tested by 
the authors. This suggests, at the moment, 
that widespread metastases do not themselves 
depress thyroid function. 

The other possibility is that depressed 
thyroid function might favor the development 
of distant metastases. In support of this are 
the correlation between reduced thyroid func- 
tion and a high death-rate from carcinoma, as 
well as the effects of thyroxine and of thioura- 
cil on the behavior of carcinoma in laboratory 
animals. Further evidence could be obtained 
by giving thyroid extract prophylactically to 
patients who have had primary treatment for 
uncomplicated carcinoma of the breast. One 
of the authors (A. R. Lyons) is conducting 
a controlled clinical trial along these lines. 
Two groups of 80 patients who have under- 
gone primary mastectomy and radiotherapy 
have been observed for two years. One group 
has been given thyroid extract and the other 
no additional treatment. The incidence of 
recurrence (both local and metastatic) is 
about 15 per cent in each group. In the 


authors’ opinion, a large series must be fol- 
lowed for a longer period before any conclu- 
sion can be drawn. 


ARTHUR A. Woop, M.D. 
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Ectopic Pregnancy: Analysis of Three 
Hundred Twenty-Two Consecutive Cases, 
1935-1954. Malkasian, G. D. Jr.; Hunter, J. S. 
Jr., and ReMine, W. H., J.A.M.A. 168:985, 
1958. 

Factors determining the incidence and 
course of ectopic pregnancy were studied by 
comparing 161 cases encountered during the 
first ten years with 161 encountered during 
a second period of ten years. 

The initial complaint was abdominal pain 
in 38.5 per cent and vaginal bleeding in 36.4 
per cent of the entire group; in 24 per cent 
the initial complaint was simultaneous ab- 
dominal pain and vaginal bleeding. 

A tendency toward increasingly conserva- 
tive surgical procedures and more liberal use 
of blood transfusion was noted in the later 
group. In the same group there was an in- 
creased number of women who had had subse- 
quent pregnancies. 

The study suggests that the morbidity rate 
of appendectomy with surgical operation for 
ectopic pregnancy is no greater than with ab- 
dominal hysterectomy. 

EDMUND LISSACK, M.D. 


Depression of Gastric Secretion and Diges- 
tion by Gastric Hypothermia: Its Clinical 
Use in Massive Hematemesis. Wangensteen, 
O. H.; Root, H. D.; Jensen, C. B., Imamoglu, 
K., and Salmon, P. A., Surgery 44:265, 1958. 


The authors have investigated the effect of 
cold on the secreting systems of the stomach 
in an ingeniously contrived series of experi- 
ments on cats, rats, dogs, frogs, fish and man. 

With the smaller animals systemic hypo- 
thermia by immersion was employed; in the 
canine and human tests, local gastric cooling 
was produced by means of an _ intragastric 
balloon that filled the stomach and was per- 
fused with a cold 50 per cent alcohol-water 
solution. Since total body cooling by use of 
local gastric hypothermia is practicable, this 
undesirable side effect was obviated by sur- 
rounding the subjects with warm blankets. 

In each of 4 normothermic cats, perfusion 
of the esophagus with gastric juice from pa- 
tients with duodenal ulcer produced perfora- 
tion or evidence of severe esophagitis, whereas 
when the intraluminal temperature was kept 
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at 20 C. by the use of systemic hypothermia, 
little or no evidence of esophagitis was ob- 
served. Similar striking results were observed 
in the experiments on rats, dogs, frogs and 
fish. 

Observations in man with regard to the 
influence of the gastric temperature upon the 
rapidity of digestion of a swallowed bolus of 
raw beef suggested that local gastric hypo- 
thermia retards digestion in a patient with 
a peptic ulcer diathesis. In man as well as 
in the dog, local gastric cooling depressed con- 
siderably the volume of secretion, while fail- 
ing to influence the pH. Inhibition of pepsin 
activity at the low temperatures employed was 
presumed to be accountable for the depressed 
gastric digestion observed in the experimental 
subjects. 

The practical application of these observa- 
tions was exhibited in 5 patients with massive 
gastric hemorrhage. This experience suggested 
to the authors that local gastric hypothermia 
favorably influences the arrest of hemorrhage 
of acid peptic origin. They are convinced 
that local gastric hypothermia can be pro- 
duced rather simply and can be employed 
apparently without danger. No gross or mi- 
croscopic evidence of injury to the gastric 
mucosa has been observed after prolonged 
gastric cooling in the dog. It is suggested 
that local gastric cooling may prove to be of 
real value in preparing patients with active 
massive gastric hemorrhage for operation. 

THOMAS WILENSKY, M.D. 


Treatment of Bladder and Prostatic Can- 
cer by Combined Interstitial Isotope Radia- 
tion and the Cobalt Bomb. Rusche, C. F., and 
Jaffe, H. L., J. Urol. 79:474, 1958. 

The authors describe their technic for the 
treatment of vesical carcinoma. 

Clinical Stage 0 (Benign Papillary Carci- 
noma): This is treated with cystoscopic ful- 
guration. 

Clinical Stage 1 (Malignant Papillary Car- 
cinoma): If the tumor is single and there is 
no infiltration, it is treated with cystoscopic 
fulguration with radon. For recurrent papil- 
lary tumor, single or multiple, open operation 
on the bladder is done. Segmental resection 
is done if the tumor is suitably located for 
this procedure. If there are multiple and ex- 
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tensive tumors or the trigone is involved, 
fulguration with coloidal chromic phosphate 
is used. 

Clinical Stage 2 (Infiltration): Segmental 
resection is done if possible. If there is re- 
currence or incomplete removal of the tumor, 
the cobalt bomb is employed. If the tumor is 
observed at operation to be extensive, the 
bulk is removed with the cautery and the iso- 
tope or radon seeds injected. 

Clinical Stage 3 (Actively Infiltrating) : The 
bulk of the tumor is removed with the cautery 
and the cobalt bomb is used. 

The cobalt bomb is used for patients with 
involvement of the trigone, in the presence 
of which interstitial therapy would destroy 
the orifices; infiltrating tumor of the outlet; 
multiple infiltrating vesical tumors; recurrent 
low-grade spreading tumors involving large 
areas of the bladder, and superficial tumors 
becoming highly malignant. 

Clinical Stage 4 (Distant Metastases) : Pal- 
liative cobalt therapy is used. 

For patients with recurrent prostatic car- 
cinoma who have previously had injections of 
colloidal chromic phosphate, cobalt bomb rota- 
tion therapy is used. 

SHEPARD JEROME, M.D. 


Biliary Vesicular Stasis. Rose, J. D., Lan- 
cet 1:1356, 1958. 

Vesicular stasis is a common disorder of 
the biliary tract; it was observed in nearly 
a fifth of 200 consecutive patients who were 
investigated and treated. There are two main 
types, the hypotonic and the hypertonic. 

The “classic” cholecystogram in this con- 
dition shows no abnormality, and an accurate 
diagnosis can be made only by means of serial 
cholecystographic study, or _ transparieto- 
hepatic puncture of the gallbladder before the 
operation, and by manometric and radiologic 
investigation at operation. Of 34 cases of 
vesicular stasis treated surgically, the results 
were good in 31; in only 3 did the condition 
remain unimproved. 

WILLIAM E. Nortu, M.D. 


The Surgical Management of the Postphle- 
bitic Leg Ulcer. Donald, D. C., J.A.M.A. 28: 
44, 1958. 

The postphlebitic limb is the major sequela 
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of the milkleg syndrome. The incompetence 
of the valves of deep veins is responsible for 
milkleg; therefore, the degree of venous in- 
fection and damage to valves determine the 
future soft tissue changes, such as swelling, 
induration and alterations in the skin. 


The author states that in the early stages 
of thrombophlebitis the vessels become oc- 
cluded. This blocks the return venous flow, 
and edema results. The damage is not con- 
fined to the parent vessel but extends to sur- 
rounding perivenous tissues, including the 
communicative veins and their valves, the 
capillary bed and its lymphatics. Consequently, 
there is damage to those also. The thrombus 
is usually absorbed in six to twelve months, 
and recanalization occurs. The involved valves, 
however, become inadequate for normal venous 
function, and the veins become hard fibrous 
cords, which results in venous stasis and 
hypertension. This ambulatory venous hyper- 
tension causes increased pressure in the 
venous capillaries, thereby decreasing the sup- 
ply of arterial blood to the capillaries and 
causing decreased oxygenation of tissues, with 
resulting edema of the limb. Thrombophlebi- 
tis also causes pathologic change in lympha- 
tics that prevents tissue fluid from being 
drained off. 

Clinical tests for determining the patency of 
venous systems used were as follows: 1. Tren- 
delenburg’s which consists of applying a tour- 
niquet to the elevated extremity with enough 
pressure to occlude the long saphenous vein, 
then allowing the patient to walk. If the 
incompetence is confined to the long saphenous 
alone, the vein remains empty until the legs 
are filled by natural circulation. 2. Linton’s 
test, which places the tourniquet below the 
knee. If the communicating veins are incom- 
petent, the surface veins will fill below the 
tourniquet within thirty seconds. 

A thorough understanding of the anatomy 
of the venous supply of the legs is necessary 
to proper management. This consists of 
three systems: (1) superficial (long and 
short saphenous veins); (2) deep (anterior 
and posterior tibial and femoral veins), and 
(3) communicative. The superficial and com- 


municative veins are staffed with valves that 
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allow blood to flow to the heart and from the 
superficial to the deep veins only. Once dam- 
aged the valves become incompetent, allowing 
blood to gravitate from the body into the 
lower limb, resulting in venous stasis and 
hypertension. 

Management of the postphlebitic ulcer con- 
sists of the following steps. 1. First, cure the 
ulcer. If it is active, best results are ob- 
tained by putting the patient to bed, with 
continuous application of a moist dressing to 
the elevated limb for five to seven days. This 
is followed by application of an elastic adhe- 
sive bandage over a petrolatum gauze dressing 
in the form of a modified Unna boot and 
allowing the patient to be up and about. The 
dressing is changed weekly until complete 
epithelization occurs. 2. Second, operate. The 
operation should be directed to combating the 
venous ambulatory hypertension and interrup- 
tion of the neurovascular bed. This consists 
in (a) removal of the enlarged superficial 
veins, especially in the lower part of the leg, 
namely, the internal and external saphenous 
veins and their tributaries; (b) interruption 
of the communicative veins beneath the fascia, 
especially those on the inner and posterior 
sides of the lower part of the leg; (c) inter- 
ruption of the canalized superficial femoral 
vein and the valveless venous system, the 
internal saphenous vein in the upper part of 
the thigh, and (d) removal of a strip of fascia 
from the posterior aspect of the leg to aid 
lymphatic drainage of the skin and subcu- 
taneous tissues onto the lymphatics of the 
muscles. 38. Support the limb with an ace 
bandage for at least three months after the 
operation. 

JOHN A. ZIEMAN, M.D. 


Lymph Follicles in the Cervix Uteri. Deme- 
trakopoulos, N. J., and Green, R. R., Surg., 
Gynec. & Obst. 106:729, 1958. 


Lymph follicles are normally present in 
many organs, such as the small and large in- 
testine and the organs of the respiratory tract. 
Less often they appear in other tissues and 
organs. The authors, as well as other inves- 
tigators, have noted that true isolated lymph 
follicles can be found in or near the basal 
layer of the endometrium. 
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Twenty-nine serially blocked cervices from 
adults were studied in this series; 48.3 per 
cent contained lymph follicles. 

No inflammation and no lymph follicles 
were observed in 12 serially blocked fetal cer- 
vices. Nevertheless, these fetuses were able 
up to the time of their death to form lymph 
follicles in other tissues. 

It was concluded that the lymph follicles 
in the cervical mucosa are not congenital 
structures but appear after birth and are usu- 
ally associated with, and probably result from, 
chronic inflammation. 

EDMUND LISSACK, M.D. 


Goitre and Arteriosclerosis. Uotila, U.; 
Raekallio, J., and Ehrnrooth, W., Lancet 2: 
171, 1958. 


The authors compare postmortem observa- 
tions in 250 patients with fatal coronary 
sclerosis with those of 250 who died from 
other causes. 

Goiter was commoner, and the average 
weight of the thyroid was higher, in those 
with coronary sclerosis. Among the patients 
with coronary sclerosis, those with goiter had 
a tendency to a lower average age at death 
and a higher average heart-weight. 

Comparison of body build showed that the 
250 persons with coronary sclerosis were 
slightly shorter and heavier than the controls. 
Among those with coronary sclerosis, those 
with goiter were heavier than those without 
goiter. 

These data are correlated with observations 
made in Finland on the nature and distribu- 
tion of endemic goiter, the iodine content of 
the food and the distribution of coronary 
sclerosis. 

It is concluded that goiter and arteriosclero- 
sis may have a pathogenetic relation, possibly 
through hypothyroidism and the overproduc- 
tion of thyroid-stimulating hormone by the 
pituitary gland. 

ARTHUR A. Woop, M.D. 


Cytological Screening for Uterine Cancer 
Through Physicians’ Offices. Calabresi, D.; 
Arnold, N. V., and Stovall, W. D., J.A.M.A. 
168:243, 1958. 


If the cytologic screening test is to be used 
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for the detection of carcinoma in apparently 
normal persons, a thorough understanding of 
the significance of the in situ lesion is im- 
perative. 

By use of a complete kit sent directly to 
the physician it is also feasible to reach a 
large rural population. 

The salient cytohistologic picture has been 
studied in 65,163 women from whom vaginal 
smears taken by their local physicians over 
the past ten years in the course of an office 
visit. Excellent results from biopsy and clini- 
cal follow-up were obtained, and 9,111 patients 
returned for repeated screenings. 

Reporting as an atypical observation the 
presence of normal glandular cells in smears 
of postmenopausal women may assist in im- 
proving the detection of endometrial adeno- 
carcinoma. 

The relation of in situ to invasive carcinoma 
is an important problem. 


EDMUND LISSACK, M.D. 


Optimum Spacing of Repeat Follow-up 
Papanicolaou Smears. Schulz, B.; Carlson, 
D. S., and Birge, E. A., J.A.M.A. 168:248, 
1958. 


The result of 15,389 cytologic examinations 
for carcinoma of the cervix uteri have been 
analyzed for the purpose of deciding how 
frequently such tests should be repeated. 

On basis of a statistical follow-up for three 
years and of impressions covering approxi- 
mately seven years, it would appear that 
negative results from cytologic examination, 
when associated with the absence of physical 
abnormalities after a thorough physical ex- 
amination, imply that the patient is free of 
cervical carcinoma for at least two years. 


EDMUND LISSACK, M.D. 


The Surgical Treatment of Pulmonary 
Tuberculosis in the Mentally Ill. Mowlem, A., 
Connolly, C. J.. and Zimmermann, B., Sur- 
gery 43:913, 1958. 


This report represents a review of the sur- 
gical experience obtained from 403 pulmonary 
resections performed on 338 patients during 
a five-year period from July 1, 1952, to June 
30, 1957. The emphasis in this study has 
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been on the important surgical complications, 
their management, and the problems peculiar 
to the mentally ill. 

The patients were adult psychotic and men- 
tally defective persons referred on the basis 
of positive cultures of gastric washings or 
suspected lesions on roentgenograms. Upon 
arrival 6 consecutive cultures of gastric wash- 
ings were obtained prior to the institution of 
antibiotic therapy. Such cultures were re- 
peated if initially normal thoracic roentgeno- 
grams strongly suggested the presence of 
tuberculosis. Subsequently all patients with 
bateriologically proved tuberculosis and those 
with typical lesions but consistently negative 
cultures were given antituberculosis medica- 
tion. 

Patients with minimal disease whose lesions 
regressed progressively within two or three 
months after institution of medical therapy 
and eventually disappeared were not consid- 
ered candidates for operation and antibiotics 
were continued for the duration of their treat- 
ment. Patients whose lesions regressed after 
a few months of antibiotic administration to 
small and stable nodular residuals without 
cpen cavities were operated upon and their 
lesions excised. 

Patients with active endobronchial tuber- 
culosis were not operated upon until these 
lesions healed. When possible, operation was 
also deferred for patients with open cavities 
until these became smaller, became sealed off 
from the tracheobronchial tree, or healed, leav- 
ing only small solid residual foci. Patients 
were not operated upon with positive gastric 
cultures at the time of the proposed opera- 
tion except when their lesions became en- 
larged despite antibiotic treatment and the 
need for prompt removal of the focus of 
spread became evident. Patients with far- 
advanced bilateral lesions too extensive for 
resection without sacrifice of inordinate 
amounts of functioning pulmonary tissue were 
not operated upon and were treated medically. 
Planigraphic, bronchoscop‘c, bronchographic 
and other diagnostic procedures were utilized 
when indicated in estimation of the extent of 
disease prior to operation. 

Selection of patients for operation was made 
as follows: When lesions were small, periph- 
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eral and at a distance from segmental and 
subsegmental bronchi, wedge resections were 
carried out. When the disease was more ex- 
tensive and involved one or more segments of 
a lobe but not the entire lobe, segmental resec- 
tions were performed whenever possible, in 
order to- leave intact as much healthy pulmo- 
nary tissue as possible. Care was exercised 
not to cut across diseased areas of the lung. 
Particular emphasis was placed on this, and 
later microscopic examination of the line of 
resection of the excised tissue as well as that 
of the bronchus was made to determine 
whether the margins were involved. Lobec- 
tomy was performed when the majority of 
the lobe was involved. Tuberculous bronchiec- 
tasis was considered a segmental disease and 
treated by appropriate resection. Pneumonec- 
tomy was limited to those patients in whom 
most of one lung was destroyed and whose 
opposite lung was relatively uninvolved and 
displayed adequate function. 

A large number of the patients had bilateral 
disease. Most bilateral resections were per- 
formed in stages at intervals of three to nine 
months. Only 20 bilateral simultaneous resec- 
tions were performed, most of these on young 
patients, when extensive resection was antic- 
ipated on either side. Such patients were 
carefully assessed, and only those able to w‘th- 
stand bilateral thoracotomy and transverse 
sternotomy in addition to the resections were 
managed in this manner. 

The aforementioned criteria used in the 
selection of the operations were not rigid; 
changes were required for the problems of 
individual patients. 

It should be pointed out that thoracoplasty 
as a primary procedure for the treatment of 
pulmonary tuberculosis was not used (except 
in 1 case) during the period covered by this 
report, but was reserved for those patients in 
whom, at the end of the pulmonary resection, 
the remaining lung was observed to be too 
small to fill the thoracic cavity. For this pur- 
pose, “tailoring” thoracoplasty was used in 
preference to plombage, pleural tents, pneumo- 
peritoneum, interruption of the phrenic nerve 
and other space-filling procedures. Thoraco- 
plasty was also used rather frequently for 
the treatment of complications. 
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Patients were given 200 to 300 mg. of 
Isoniazid (INH) daily in divided doses and 
1 Gm. of streptomycin sulfate intramuscularly 
twice a week: for a total of at least eighteen 
months, a minimum of six months of which 
was received after the last surgical procedure. 
During the past two years, with increasing 
evidence to support the effectiveness of long- 
term Isoniazid therapy, this period of anti- 
biotic coverage has been prolonged, and pa- 
tients are maintained on drugs for twelve to 
eighteen months after uncomplicated opera- 
tions. It has been possible to transfer some 
patients back to the referring institutions for 
completion of the course. A program of treat- 
ment with large doses of INH supplemented 
by pyridoxine to prevent damage to the nerv- 
ous system has been employed in a few selected 
cases, and during the two weeks following 
the operation the routine therapy was inten- 
sified and modified to include 1 Gm. of strep- 
tomycin daily in addition to daily INH and 
penicillin. After recovery from the operation 
the routine schedule of INH and streptomycin 
was resumed. Other drugs, such as para- 
amino salicylic acid (PAS), dihydrostrep- 
tomycin, viomycin and pyrizinamide (PZA), 
singly or in various combinations and doses, 
were administered with or without INH and 
streptomycin when drug allergies arose in 
patients and when specific drug-resistant 
tubercle bacilli were encountered. The INH- 
streptomycin regimen has been considered the 
program of choice for these patients, since it 
is difficult to persuade mentally ill persons to 
accept large oral doses of PAS. 

Care of the mentally disturbed after thora- 
cotomy has its peculiar problems, in addition 
to those expected in mentally alert patients. 
These assumed great importance in this series, 
since the group included many types of 
psychosis and mental deficiency. Usually these 
patients were unable to comprehend what was 
taking place, and therefore their active co- 
operation during the postoperative period was 
almost nonexistent. Such simple but important 
voluntary measures as coughing and deep 
breathing were not possible and had to be 
replaced by endotracheal suction. Trache- 


otomy was very frequently resorted to as the 
best method of cleaning the respiratory tree. 
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These difficulties have contributed to the mor- 
bidity and mortality rates associated with the 
common complications of thoracic surgery. 

Four hundred and three pulmonary resec- 
tions were performed on 338 mentally dis- 
turbed patients during the period between 
July 1952 and July 1957. Two hundred and 
eighty-nine segmental resections, 67 lobec- 
tomies, 23 pneumonectomies, and 24 wedge 
resections were carried out in unilateral, 
staged bilateral and bilateral simultaneous 
procedures, with an over-all operative mor- 
tality rate of 8.2 per cent and a patient mor- 
tality rate of 9.7 per cent. 


WILLIAM E. NorTH, M.D. 


Hiatus Hernia: Its Incidence And Clinicai 
Significance. Hafter, E., 3:1, (Jan.) 1958. 

The radiologic aspects, the symptoms and 
the treatment of hiatus hernia are presented, 
on the basis of observations in 300 cases. A 
characteristic triad of symptoms was noted: 
those localized to the retroxiphoid or epigas- 
tric region, those due to incompetence of the 
cardia and those due to secondary esophageal 
involvement. All these symptoms are depend- 
ent on posture; recumbency or raising the 
intraabdominal pressure produces the symp- 
toms, while an upright position results in 
their disappearance. 

To obtain radiologic evidence of a hiatus 
hernia, the terminal portion of the esophagus 
should be filled with contrast medium, the 
patient being recumbent and exhaling, and 
entry of the hernia through the hiatus assisted 
by special positioning of the patient or by 
raising the intraabdominal pressure. The in- 
cidence of hiatus hernia among the author’s 
patients with upper abdominal symptoms was 
about 10 per cent, ranking third behind 
cholelithiasis (18 per cent) and duodenal ulcer 
(13 per cent). 

In most cases, the symptoms first appeared 
after the age of 50 years but the diagnosis 
was often not made until several years later. 
In half of the cases the hernias were asso- 
ciated with other diseases, most frequently 
cholelithiasis and gastrointestinal diverticulo- 
sis. 

Treatment should be medical in most cases. 
It consists of the patient’s lying in a propped- 
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up position at night and avoiding heavy 
evening meals, and of antacids, antispasmodics 
and sedatives. 

The only indications for operation are 
hemorrhage, severe stenosing esophagitis, and 
failure to respond to intensive conservative 
treatment in patients with very severe symp- 
toms. The operative results are not always 
good and depend largely upon the skill of the 
surgeon and the technic used. The methods 
of Allison and Sweet are usually adopted. 
A restoration of the angle of His by esophago- 
gastropexy appears to be particularly impor- 
tant to the successful result of the operation. 
The abdominal approach has been employed in 
recent years, especially for thin patients, as 
it seems to be less disturbing to them. No 
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final opinion can be offered at this time on a 
simple technic of gastropexy to the anterior 
abdominal wall. 

Of the author’s 300 patients, 25 (8.3 per 
cent) underwent surgical treatment. The 
postoperative results in 19 patients operated 
upon by the thoracic approach were: 8 pa- 
tients free of symptoms, 5 improved and 6 
not improved. Of 6 patients operated upon 
by the abdominal route there were 5 free of 
symptoms and 1 not improved. 

Other reports also show unsatisfactory post- 
operative results in between 25 and 35 per 
cent of the cases. 

The diagnosis of hiatus hernia 
missed too frequently. 

ERNEST G. ABRAHAM, M.D. 


is still 


If the sufferer acts like a goat, and if he roars, or has convulsions involving the 
right side, they say the Mother of the Gods is responsible. If he utters a higher- 
pitched and louder cry, they say he is like a horse and blame Poseidon. If the 
sufferer should be incontinent of faeces, as sometimes happens under the stress 
of an attack, Enodia is the name. If the stools are more frequent and thin like 
those of kids, it is Apollo Nomius; if he foam at the mouth and kick out with his 
feet, Ares is to blame. If he suffers at night from fears and panic, from attacks 
of insanity, or if he jumps out of bed and runs outside, they talk of attacks of 
Hecate and the assaults of the heroes. In using purifications and spells they per- 
form what I consider a most irreligious and impious act, for, in treating sufferers 
from this disease by purification with blood and like things, they behave as if the 
sufferers were ritually unclean, the victims of divine vengeance or of human magic 
or had done something sacrilegious. It would have been better if they had done 
the opposite and taken the sick into the temples, there, by sacrifice and prayer, to 
make supplication to the gods; instead they simply purify them and do none of 
these things. Charms are buried in the ground, thrown into the sea or carried off 
into the mountains where no one may touch them or tread on them. If a god 
really be responsible, surely these things should be taken into the temples as 
offerings. 

Personally I believe that human bodies cannot be polluted by a god; the basest 
object by the most pure. But if the human body is polluted by some other agency 
or is harmed in some way, then the presence of a god would be more likely to 
purify and sanctify it than pollute. It is the deity who purifies, sanctifies and 
cleanses us from the greatest and most unholy of our sins. We ourcelves mark out 
the precincts of the temples of the gods so that no one should enter without puri- 
fying himself; as we go in, we sprinkle ourselves with holy water, not because we 
are thereby polluted, but to rid ourselves of any stain we may have contracted pre- 


viously. This then is my opinion of the purifications. 
—Hippocrates 
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IMPORTANT ANNOUNCEMENT 


Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 


European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
Geneva, Switzerland 


A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destinés 4 étre publiés dans le Journal 
du Collége international de chirurgiens sont priés d’adresser leurs articles 
a l’adresse suivante pour l’Europe, le Proche et le Moyen Orient. 


Bureau Européen du 

Collége international de chirurgiens 
6-8 rue de la Confédération 
Genéve (Suisse) 


Un comité a été nommé pour l’examen des articles 4 paraitre. Les 
auteurs sont priés de joindre 4 leur travail de brefs résumés en francais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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